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In the spoonful a mother or father feeds 
to a toddler, food is love. In the feast a 
family cooks for a child's coming of age, 
food is community. In the shouts and 
laughter of teenagers sharing snacks 
after school, food is joy. And for every 
child and young person everywhere, 
food is life — a fundamental right and a 
foundation of healthy nutrition and sound 
physical and mental development. 


Sadly, as this State of the World’s 
Children report shows, far too many 
of our children and young people are 
not getting the diets they need, which 
is undermining their capacity to grow, 
develop and learn to their full potential. 
That hurts not just individual children 
and young people, it hurts us all. 


This situation forces us to ask some 
difficult questions: How is it in the 21st 
century that we still have 149 million 
children under 5 with stunting and 
almost 50 million with wasting? How is it 
possible that overweight and obesity in 
children and young people are continuing 
to rise, and increasingly among the poor? 
And why are healthy diets becoming 
more expensive while unhealthy, non- 
nutritious diets are becoming cheaper? 


Nutrition has long been at the core of 
UNICEF's work. In 2018, we helped 
provide life-saving therapeutic feeding 
for 4.1 million children with severe 
acute malnutrition; we improved 

the quality of diets for over 15.6 
million children through home-based 
fortification; we supported programmes 
to prevent anaemia and other forms of 
malnutrition for 58 million adolescent 
girls and boys; and we ensured that 
over 300 million children received 
services for the prevention of stunting 
and other forms of malnutrition. 


Nutrition has also long been key to 

our thought leadership. In 1990, our 
pioneering malnutrition framework broke 
new ground in setting out the multiple 
causes of poor nutrition. In 2019, 

we have rethought our framework to 
emphasize what creates good nutrition 
— from the diets of children and women 
to the care they benefit from, the food 
environments in which they live, and the 
ways in which our societies underpin 
the right to adequate nutrition through 
our values and political commitment. 
Each of these determinants presents an 
opportunity to improve the nutrition of 
our children, young people and women. 


As Executive Director of UNICEF and Chair 
of the Lead Group of the Scaling Up Nutrition 
Movement, | want to emphasize again 

my commitment, and the commitment of 
UNICEF, to use all of these opportunities 

to work for better nutrition for every child, 
especially in the crucial first 1,000 days — 
from conception to age two years — and 
during adolescence, the two unparalleled 
windows of opportunity. We are underscoring 
this commitment by launching this report 
along with UNICEF's new nutrition strategy, 
which sets out our priorities and plans to 
improve the nutrition of children, young 
people and women, in the years to come. 


We already know so much of what works 

to prevent malnutrition in all its forms, from 
conception, through early childhood and 

into adolescence. But this is a battle we 
cannot win on our own. It needs the political 
determination of national governments, 
backed by clear financial commitments, 

as well as policies and incentives that 
encourage the private sector's investment 
in nutritious, safe and affordable food for 
children, young people, women and families. 
And, increasingly, it needs a determination 
to make children's nutrition a priority across 
not just the food system but also in the 
health, water and sanitation, education 


and social protection systems. Success in 
each of these supports success in all. 


Young people and women know the value 
of good nutrition and eating well. “Eating 
healthily is being responsible for your own 
health,” said a 16-year-old girl in China during 
one of more than 70 workshops organized 
for this report. In India, a 13-year-old girl 
told us that “food is important for us so that 
we are able to study well.” They are clear, 
too, on the barriers to healthy nutrition: “| 
don't have enough money to buy food for 
me and my baby,” a 20-year-old mother 
said in Guatemala; “| lack knowledge 

about what kinds of food are healthy,” 

an 18-year-old girl said in Zimbabwe. 


Good nutrition paves the way for a fair 
chance in life. Let us work together to 
lower these barriers and to ensure that 
every child, young person and woman 
has the nutritious, safe, affordable and 
sustainable diets they need at every 
moment of life to meet their full potential. 


MAY LR 


Henrietta H. Fore 
UNICEF Executive Director 
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A child sells snacks to other children outside a clinic in Gaza City, State of Palestine. © UNICEF/UN068011/El Baba 


Children, food and nutrition | Growing well in a changing world 


Key Messages 


At least 1 in 3 children under 5 is undernourished or 
overweight and 1 in 2 suffers from hidden hunger, 
undermining the capacity of millions of children to 
grow and develop to their full potential. 


> Globally, at least 1 in 3 children under 5 is not 
growing well due to mainutrition in its more 
visible forms: stunting, wasting and overweight. 


> Globally, at least 1 in 2 children under 5 suffers 
from hidden hunger due to deficiencies in 
vitamins and other essential nutrients. 


>» Undernutrition continues to exert a heavy toll. 
In 2018, almost 200 million children under 5 
suffered from stunting or wasting while at least 
340 million suffered from hidden hunger. 


> Overweight and obesity continue to rise. From 
2000-2016, the proportion of overweight children 


(5 to 19 years old) rose from 1 in 10 to almost 1 in 5. 


>» The number of stunted children has declined 
in all continents, except in Africa while the 
number of overweight children has increased 
in all continents, including in Africa. 


The triple burden of malnutrition — undernutrition, 
hidden hunger and overweight — threatens the 
survival, growth and development of children, young 
people, economies and nations. 


> Stunting -a clear sign that children in a country 
are not developing well — is both a symptom of 
past deprivation and a predictor of future poverty. 


>» Wasting can be lethal for children, particularly 
in its most severe forms. Contrary to common 
belief, most wasted children around the world 
live in Asia and not in emergency settings. 


>» Hidden hunger harms children and women. Iron 
deficiency reduces children’s ability to learn and 
iron deficiency anaemia increases women’s 
risk of death during or shortly after childbirth. 


> Child overweight can lead to early onset of 
type-2 diabetes, stigmatization and depression, 
and is a strong predictor of adult obesity, with 
serious health and economic consequences. 


>» The greatest burden of all forms of malnutrition 
is shouldered by children and young people from 
the poorest and most marginalized communities, 
perpetuating poverty across generations. 


The triple burden of malnutrition is driven by the 


poor quality of children’s diets: 2 in 3 children are 


not fed the minimum recommended diverse diet 
for healthy growth and development. 


> 


Only 2 in 5 infants under six months of age 
are exclusively breastfed, as recommended. 
Breastfeeding could save the lives of 
820,000 children annually worldwide. 


Use of breastmilk substitutes is of concern. 
Sales of milk-based formula grew by 41 per 
cent globally and by 72 per cent in upper 
middle-income countries such as Brazil, 
China and Turkey from 2008-2013. 


Poor diets drive malnutrition in early childhood: 
44 per cent of children aged 6 to 23 months 
are not fed fruits or vegetables and 59 per 
cent are not fed eggs, dairy, fish or meat. 


Only 1 in 5 children aged 6 to 23 months from 
the poorest households and rural areas is 

fed the minimum recommended diverse diet 
for healthy growth and brain development. 


Many school-going adolescents consume 
highly processed foods: 42 per cent drink 
carbonated soft drinks at least once a day and 
46 per cent eat fast food at least once a week. 


Globalization, urbanization, inequities, 
humanitarian crises and climate shocks are 
driving unprecedented negative changes in the 
nutrition situation of children around the world. 


> 


Globalization is shaping food options and 
choices: 77 per cent of processed food sales 
worldwide are controlled by just 100 large firms. 


In cities, many poor children live in ‘food deserts’, 
facing an absence of healthy food options, or in 
‘food swamps’, confronted with an abundance 
of high-calorie, low-nutrient, processed foods. 


KEY MESSAGES 


Poor families tend to select low-quality food 


that costs less. Because of poverty and 


exclusion, the most disadvantaged children 


face the greatest risk of all forms of malnutrition. 


Climate shocks, loss of biodiversity, and 
damage to water, air and soil are worsening 
the nutritional prospects of millions of children 
and young people, especially among the poor. 


UNICEF and its partners treated more than 

3.4 million children with severe malnutrition in 
humanitarian settings in 2018, from Afghanistan 
and Yemen to Nigeria and South Sudan. 


Improving children’s nutrition requires food systems 
to deliver nutritious, safe, affordable and sustainable 
diets for all children. 


> 


Millions of children are eating too little of what 
they need, and millions are eating too much of 
what they don’t need: poor diets are now the 
main risk factor for the global burden of disease. 


National food systems must put children’s 
nutrition at the heart of their work because 
their nutritional needs are unique and meeting 
them is critical for sustainable development. 


Financial incentives should be used to reward 
actors who increase the availability of healthy 
and affordable foods in markets and other points 
of sale especially in low-income communities. 


Financial disincentives on unhealthy foods can 
improve children’s diets. For example, taxes on 
sugary foods and beverages can reduce their 
consumption by children and adolescents. 


Fortification of complementary foods and 
staple foods with micronutrients can be a 
cost-effective intervention to combat hidden 
hunger in children, young people and 
women. 
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Food environments are crucial. When healthy 
options are affordable, convenient and desirable, 
children and families make better food choices. 


>» Children, adolescents, young people, parents 
and families need support to demand 
nutritious foods, but food environments 
need to promote and support healthy diets. 


» Innovative, fun, memorable and engaging 
communication strategies to promote healthy 
eating can leverage the cultural and social 
aspirations of children, adolescents and families. 


>» Legislation plays a key role in promoting good 
diets for children, such as by regulating the 
marketing of breastmilk substitutes to mothers 
and families, and of unhealthy food to children. 


>» The marketing of unhealthy foods and sugar- 
sweetened beverages is directly linked to 
growing overweight and obesity in children. 


> Front of package labelling — visible, accurate 
and easy to understand — helps children, young 
people and families make healthier food choices 
and incentivizes suppliers to deliver healthy food. 


>» Governments need to promote healthy food 
environments in schools, including healthy meals 
and limiting the sale and advertising of ‘junk 
food’ in proximity to schools and playgrounds. 


>» The health, water and sanitation, education 
and social protection systems also have crucial 
roles to play in promoting and supporting good 
nutrition for children, adolescents and women. 


Investing in nutrition for children and young people 
is a comerstone investment if the world is to achieve 
the Sustainable Development Goals by 2030. 


>» Investing in child nutrition is key to human 
capital formation because nutrition is central 
to children’s growth, cognitive development, 
school performance and future productivity. 


>» Alarge and young labour force — with 
a great creativity and productivity 
potential — is emerging in Africa and 
Asia. However, malnutrition risks 
limiting this demographic dividend. 


>» Returns from investment in nutrition 
are high. For example, every dollar 
invested in reducing stunting generates 
an economic return equivalent to about 
US$18 in high-burden countries. 


One word must be at the heart of our response 
to children’s malnutrition — action. We need action 
that reflects the core role of food systems, that 
strengthens the supply of — and demand for — better 
food, that improves children’s food environments, 
and leverages the role of key supportive systems. 


With action comes another imperative: accountability. 
Progress must be measured, shared, acted on and 
celebrated. Sound nutrition is fundamental to children's 
well-being and the achievement of the Sustainable 
Development Goals. It needs to be put at the heart of 
government policy and supported by key stakeholders, 
including civil society and the private sector. 


The State of the World’s Children 2019 report 
concludes with the following Agenda to Put 
Children’s Nutrition Rights First: 


1 Empower families, children and young 
people to demand nutritious food. 


2 Drive food suppliers to do the right thing for 
children. 


3 Build healthy food environments for all children. 


4 Mobilize supportive systems — health, water 
and sanitation, education and social protection 
— to scale up nutrition results for all children. 


5 Collect, analyse and use good-quality 
data and evidence regularly to guide 
action and track progress.™ 


Girl , 8, enjoys a fizzy drink just purchased from a local street vendor 
in Pretoria, South Africa. © UNICEF/UN0343581/Hearfield 
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At least one in three children is not getting the 
nutrition they need to grow well, particularly in 
the crucial first 1,000 days — from conception to 
the child's second birthday — and often beyond. 
An increasing number of children and young 
people are surviving, but far too few are thriving 
because of malnutrition. To meet the challenges 
of the 21st century, we need to recognize the 
impact of forces like urbanization and globalization 
on nutrition, and focus increasingly on using local 
and global food systems to improve the diets of 


children, young people and women. 


A mother prepares food in Korhogo, in the North of Céte d'Ivoire. © UNICEF/UN0241733/Dejongh 


> 


> 


Globally, at least 1 in3 
children is not growing 
well due to malnutrition 

in its more visible forms: 
stunting, wasting and 
overweight. At least 1 

in 2 suffers from hidden 
hunger due to deficiencies 
— often not visible — in 
essential nutrients. 


This triple burden 

of malnutrition — 
undernutrition, hidden 
hunger and overweight 
undermines children's 
health and physical and 
cognitive development. 


Food systems are key: 
They need to provide 
children and young 
people with diets that 
are nutritious, safe, 
affordable and 
sustainable. 
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mal-nu-tri-tion 
/, maln(y)oo'triSH(a)n/ 
noun 


lack of proper 
nutrition, caused by 
not having enough 
to eat, not eating 
enough of the right 
things, or being un- 
able to use the food 
that one does eat 


Bad diets across 
the population are 
now the leading 
cause of death 
worldwide 


A changing world 


It is 20 years since The State of the World's 
Children report last examined children’s 
nutrition. In that time, much has changed. 


We have changed where we live: more 
and more families have left the farm 
and the countryside behind and have 
moved to cities, a global shift that will 
only grow in the years to come. 


We have changed our roles. In societies 
around the world, women are increasingly 
joining the formal workforce, balancing work 
responsibilities with their role as primary 
caregivers, and often with little support from 
families, employers or society at large. 


The conditions of life on our planet have 
changed. The crisis of climate change, 
the loss of biodiversity, and the damage 
done to water, air and soil, now raise 
concerns over whether we can feed 
this generation of children sustainably, 
never mind the generations to come. 


Finally, we have changed what we eat. 
We are leaving behind traditional and 
indigenous diets and embracing modern 
diets that are frequently high in sugars 
and fats, low in essential nutrients and 
fibre, and often highly processed. 


This is the backdrop to children’s 
malnutrition today. As with so much 
else, it, too, is changing. A word once 
inextricably linked in the public’s mind 
with images of hunger and famine, 
malnutrition must now be used to describe 
a much broader swathe of children — 
children with stunting and wasting, but 
also those suffering from the hidden 
hunger of deficiencies in essential 
vitamins and minerals, as well as the 
growing numbers of children and young 
people who are overweight or obese. 


These are the children who 
are not growing well. 


Their numbers are worryingly high 
(see Figure A.7). Globally, at least 
one in three children under the age 
of 5 is stunted, wasted or overweight 
and, in some cases, suffers from a 
combination of two of these forms of 
malnutrition. Further, at least one in two 
children suffers from hidden hunger 
due to deficiencies — often not visible 
— in vitamins and essential nutrients, 
which can harm survival, growth and 
development at every stage of life. 


Malnutrition — a triple 
burden 


The children who are not growing well 
are the victims of the three strands of 
the triple burden of malnutrition that 
is rapidly emerging in communities 
around the world, including in some 
of the world’s poorest countries. 


The first strand is undernutrition. Despite 
some declines, undernutrition continues 
to affect tens of millions of children. Its 
presence is visible in the stunted bodies 
of children deprived of adequate nutrition 
in the crucial first 1,000 days — from 
conception to the child’s second birthday 
— and often beyond. These children may 
carry the burden of early stunting for the 
rest of their lives and may never meet 
their full physical and intellectual potential. 
Undernutrition is also evident in the 
wasted bodies of children at any stage 
of life when circumstances such as food 
shortages, poor feeding practices and 
infection, often compounded by poverty, 
humanitarian crises and conflict, deprive 
them of adequate nutrition and, in far too 
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Where are children not growing well? 


FIGURE A.1 | Prevalence of children under 5 who are not growing well (stunted, wasted or overweight), 2018 
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1 in 3 children 
worldwide under 
the age of 5 is not 
growing well 


Note: Country data are the most recent available estimate between 2006 and 2018; where only data prior to 2000 are available, the dark grey color denoting no recent data is used. The 
designations employed in this publication and the presentation of the material do not imply on the part of the United Nations Children’s Fund (UNICEF) the expression of any opinion whatsoever 
concerning the legal status of any country or territory, or of its authorities or the delimitations of its frontiers. 

‘Growing well’ is defined as free from stunting, wasting and overweight. See Note on Figures on p. 179 for more information. 


Source: UNICEF analysis of UNICEF/World Health Organization/World Bank Group Joint Malnutrition Estimates, 2019 edition. Levels and trends in child malnutrition: Key findings of the 2019 
edition of the Joint Child Malnutrition Estimates. 
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More children and 
young people are 
surviving, but far 

too few are thriving 


many cases, result in death. In 2018, 149 
million children under 5 were stunted 
and almost 50 million were wasted. 


The second strand of malnutrition is 
hidden hunger Deficiencies of essential 
vitamins and minerals — often referred 
to as micronutrients — rob children 

of their vitality at every stage of life 
and undermine the health and well- 
being of children, young people and 
women. This heavy toll is made all the 
more insidious by the fact that hidden 
hunger is rarely noticed until it is too 
late to do anything. The numbers of 
children affected by hidden hunger 

are striking. Based on the most recent 
data available, UNICEF estimates that 
at least 340 million children under 5 
suffer from micronutrient deficiencies." 


The third strand is overweight and, in its 
more severe form, obesity. The numbers 
of obese girls and boys between the 
ages of 5 and 19 have soared since the 
mid-1970s, rising by between 10- and 12- 
fold globally.2 Overweight, long thought 
of as a condition of the wealthy, is now 
increasingly a condition of the poor, 
reflecting the greater availability of ‘cheap 
calories’ from fatty and sugary foods 

in almost every country in the world. It 
brings with it a heightened risk of non- 
communicable diseases, such as type 

2 diabetes and coronary heart disease. 
Analysis carried out as part of the Global 
Burden of Disease study suggests that 
diets lacking adequate nutrition are now 
the leading cause of death worldwide.® 


Behind all these numbers are the real 
lives of the children and women. They 
are the toddlers like Moteab, who, like 
hundreds of thousands of other children 
in Yemen, has had to fight for his life 
from severe wasting. Moteab survived, 
but many other children living through 


conflicts and humanitarian crises around 
the world have not. They are the infants 
like Joemar in the Philippines, who 

live far from warzones but who also 
suffer from severe wasting. They are 
the children of mothers like Uruma in 
Tanzania, who go to school on an empty 
stomach because their parents cannot 
afford to buy food. They are the teens 
like Zahfa in Indonesia, who get too little 
time to exercise and who are surrounded 
by unhealthy food options. And they 
are the mothers like Xaiathon in rural 
Laos, who must balance breastfeeding 
her child and feeding her family with 
the demands of working on a farm. 


Surviving, but not thriving 


The state of children’s malnutrition 

in the 21st century can be summed 

up like this: more children and young 
people are surviving, but far too few 
are thriving. They are not thriving in 

the crucial first 1,000 days, when the 
foundations for healthy, lifelong physical 
growth and mental development are 
laid. And they are not thriving at other 
crucial development stages of life across 
childhood and into adolescence. 


Malnutrition has many causes. A 
mother's nutritional status, for example, 
profoundly affects her child's survival, 
growth and development, as does 

the child's feeding in the first hours 
and days of life. For far too many 
children, the causes of malnutrition 
also include poor access to essential 
health services and to clean water and 
adequate sanitation, which can lead to 
illnesses that prevent the child from 
absorbing nutrients (see Chapter 3). 


But to understand malnutrition, there 
is an increasing need to focus on food 
and diet, and at every stage of the 
child’s and young person’s life. The 
picture that emerges is a troubling one: 
far too many children and young 
people are eating too little healthy 
food and too much unhealthy food. 


These problems start early on. In their first 
six months, only two out of five children 
are being exclusively breastfed, depriving 
them of the best food a baby can get. 
When it comes to the ‘first foods’ (or 
complementary foods) that infants should 
start consuming at around the age of 6 
months, these too are, in far too many 
cases, not meeting children’s needs. 
Fewer than one in three children between 
6 and 23 months is eating the diverse 

diet that can support their rapidly growing 
bodies and brains. For the poorest children, 
the proportion falls to only one in five. 
Among older children, low consumption of 
fruits and vegetables is widespread.‘ This 
is true, too, of many adolescents, many of 
whom also regularly miss or skip breakfast 
and consume soft drinks and fast food.® 


The diets of children today increasingly 
reflect the global ‘nutrition transition’, 
which is seeing communities leave 
behind often more healthy, traditional 
diets in favour of modern diets.®° For many 
families, especially poorer families, this 
means an increasing reliance on highly 
processed foods, which can be high in 
saturated fat, sugar and sodium and low 
in essential nutrients and fibre, as well 

as on ‘ultra-processed’ foods, which 

have been characterized as formulations 
containing little or no whole food and 
which are extremely palatable, highly 
energy dense, and low in essential 
nutrients.” Often missing from these diets 
are whole grains, fruit, nuts and seeds, 
vegetables, and omega-3 fatty acids.® 
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There is increasing concern about the 
impact of these diets on human health. 
Much of the focus is on rising overweight 
and obesity, but modern diets are also 
implicated in undernutrition. In Nepal, 
a recent study suggested that children 
under 2 may be getting on average 

a quarter of their energy intake from 
items such as biscuits, instant noodles 
and juice drinks, which is lowering 
their intake of essential vitamins and 
minerals. Children eating the most of 
these sorts of snacks and beverages 
were shorter than their peers.° 


A greater focus 
on food systems 


Health impacts are not the only concern 
around modern diets. In a world facing 
multiple environmental crises, there is 
also concern about the sustainability of 
these diets. Food production accounts 
for almost a third of greenhouse gas 
emissions and 70 per cent of fresh water 
use, and current modes of food production 
are the leading cause of environmental 
change.” Climate-related shocks, such 
as flooding, are already challenging the 
capacity of some communities to feed 
themselves and are exposing children to 
increased risk from waterborne diseases. 
If current trends continue, the impact 

of food production on the environment 
will only grow, with food demand set to 
increase by at least half by mid-century." 
This demand will have to be satisfied 
against the backdrop of a world that, after 
decades of decline, is seeing a slow rise in 
hunger, with 820 million people suffering 
from undernourishment in 2018.” 


Far too many 
children and young 
people are eating 
too little healthy 
food and too much 
unhealthy food 


In response to these challenges, and in 
this UN Decade of Action on Nutrition, 
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To make food 
systems work better 
for children, we 
need to understand 
the unique 
nutritional needs 

of children at every 
stage of life 


there is a growing focus on the role of 
food systems -— all the elements and 
activities involved in the “production, 
processing, distribution, preparation and 
consumption of food” as well as the 
outcomes of these activities, including 
nutrition and health.’® In other words, 
everything and everyone involved in 
bringing food ‘from farm to mouth’. 


Food systems are becoming more 
complex. More food now crosses 
borders, and production is con- 
centrated in the hands of a relatively 
small number of businesses — just 100 
large firms account for 77 per cent 

of processed food sales worldwide." 
For families around the world, 
business is playing a growing role 

in providing the food they eat and, 
through marketing, in shaping what 
they want to eat and their aspirations. 
Understanding how food systems work 
is essential to improving our diets. 


Far too often, the interests of a very 
important group of people are left out 
of food systems analysis — children. 
This is a dangerous omission. Children 
are a unique group. Poor diets have 
lifelong impacts on their physical 
growth and brain development. That 
is why they must be at the heart of 
our thinking about food systems. If 
food systems deliver for children, 
they are delivering for us all. 


Making food systems 
work for children 


Thirty years ago, the Convention 
on the Rights of the Child spoke of 
the need to provide children with 
“adequate nutritious foods” to 


combat malnutrition and disease. 

That goal has not changed. What has 
changed are the contexts in which this 
needs to happen, and the realization 
that food systems are a key — and 
underappreciated — part of the puzzle. 


To make food systems work better for 
children, we need to understand the 
unique nutritional needs of children 
at every stage of life, particularly in the 
first 1,000 days — but also on day 1,001, 
and then on through the school years, 
when a well-nourished child can focus 
better and learn more in the classroom, 
and throughout the vital years of 
adolescence, when physical and mental 
development again speeds up and when 
lifelong eating habits are established. 


To make food systems work better 
for children, we need to understand 
the rapidly evolving contexts that 
are shaping and reshaping children’s 
diets. Climate change, urbanization 
and globalization are profoundly 
altering how and what children eat, 
as well as the social and cultural 
values we attach to food. 


To make food systems work better 
for children, we need to respond 

to the challenges children, young 
people, women and families are facing 
around the world — food deserts, 

the high cost of healthy foods, time 
pressures, the limited availability of 
nutrient-rich foods, including fruits and 
vegetables — and the pressure many 
children, adolescents and families feel 
from marketing and advertising. 


To make food systems work better 

for children, we need to address the 
scandal of child labour in agriculture 
and food production, much of which 
is hazardous. In 2016, 108 million 


children aged between 5 and 17 were 
engaged in agricultural labour, accounting 
for 71 per cent of all child labour." 


And to make food systems work better for 
children, we need to ensure food systems 
work with, and are not undermined by, all 
the other systems that affect children’s 
lives. The health, water and sanitation, 
education and social protection systems 
must all work together to provide children 
and their families with the knowledge, 
support and services they need to 

ensure that nutritious diets translate 

into better growth and development. 
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When food systems work better for 
children, we all benefit. Good nutrition 
can break the vicious intergenerational 
cycles through which malnutrition 
perpetuates poverty, and poverty 
perpetuates malnutrition. Children 
who are well nourished have a 

firm foundation from which they 

can develop to their full potential. 
When children do that, societies and 
economies develop better, too.'® 


Our goal must be to give children 
diets that are nutritious, safe, 
affordable and sustainable. & 


A father carries his daughter of 7 
months through a grocery store in 


Maitland, Cape Town, 


South Africa. 


© UNICEF/UN0315717/Sokol 
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About this report 


This edition of The State of the World’s Children report examines children, food and 
nutrition. It seeks to deepen understanding around the causes and consequences of 
children’s malnutrition in all its forms and to highlight how governments, business, 
families and other stakeholders can best respond. 


Chapter 1 examines the changing face of children’s malnutrition. It sets out the current state 
of undernutrition, hidden hunger and overweight worldwide, explores the lives of children 
affected by severe acute malnutrition, and investigates the cost to children and to us all of 
malnutrition. It also introduces in greater detail some of the main ideas around food systems. 


Chapter 2 investigates malnutrition across the life of the child, from development in the 
womb to the point where a young person is entering adulthood. It explores the developmental 
impacts of malnutrition and the unique nutritional needs and influences at each stage 

of childhood. 


Chapter 3 explores malnutrition in a changing world. Globalization and urbanization are 
changing children's diets while disasters and conflict worsen nutritional prospects for millions 
of poor and excluded children. Without transformation of today’s food systems, healthy diets 
will remain out of reach for the most vulnerable children, perpetuating intergenerational 
cycles of disadvantage. 


Chapter 4 examines the current state of responses to children’s malnutrition, including the 
increased attention — at the global and national level — to the importance of addressing mal- 
nutrition across multiple systems, with particular emphasis on the food system in synergy 
with the health, water and sanitation, education and social protection systems, and on how 
different stakeholders are responding. 


Finally, Chapter 5 sets out an agenda to put children’s nutrition rights first (see opposite 
page). This agenda is driven by two imperatives. First, children have unique nutritional needs 
and can suffer unique harm from malnutrition. Putting children’s needs first is key to ensuring 
that every child and young person has the nutrition they need to get the best start in life. 
Second, all children and young people will need nutritious, safe, affordable and sustainable 
diets if societies are to meet the economic, social and environmental challenges of our 
changing world in the 21st century. 
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Put children’s nutrition first 


1. Empower families, children and young people to demand nutritious food 


Demand affects supply as food producers respond to consumers’ behaviours and aspirations. (7 

When healthy options are affordable, convenient and desirable, parents and caregivers Cy) 

make better food choices for children. As children grow older, knowledge and information 
can make them powerful agents of change. Stimulating demand for nutritious foods means ; 

not only educating consumers on the benefits of healthy diets, but also leveraging cultural HH 


and social aspirations. 


2. Drive food suppliers to do the right thing for children 


Demand alone is not enough: healthy food must be available, affordable, safe and convenient. 
Food producers and suppliers have a key role to play, and so do governments, which must 
create a level playing field for all producers and suppliers and help ensure that their actions 
align with children’s best interests. Food systems are diverse, and so are the solutions, 
but all food production and consumption must become sustainable if we are to protect 
children’s nutrition today and tomorrow. 


3. Build healthy food environments for all children 


The personal and external food environments are where children and their caregivers 
interact with the food system. While the forces of supply and demand shape food 
environments, context-appropriate actions such as mandatory front-of-pack labelling and 
protection against exploitative marketing practices can help create food environments that 
are conducive to nutritious diets for children. 


4. Mobilize supportive systems to scale up nutrition results for every child 


As well as food systems, four other key systems must be mobilized to deliver nutrition SOCIAL ; ware 
services, improve nutrition practices and achieve nutrition outcomes at scale. The health, 

water and sanitation, education and social protection systems must all deliver interventions 
in a coordinated fashion. A systems approach to children's nutrition can help ensure that 
children and families have access to healthy diets and that children receive the nutrition 
services they need to develop to their full potential. 


HEALTH EDUCATION 


5 | Collect, analyse and use good-quality data and evidence regularly to guide 
action and track progress 


Lack of adequate data prevents governments from responding with effective policies, strategies 

and programmes. Accurate and timely data are needed to understand malnutrition, take LY ries 

coordinated, evidence-based action, and to hold all actors to account. Data collection ee Tae § G ¢ 
methods and frequency must be transformed to expand what we know about the diets 

and nutrition of children, adolescents and women at every stage of life. Data systems must 

become responsive and a culture of data-sharing and transparency must be developed. 
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Most U-Reporters, especially in low- 
income countries, say they eat healthily 
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WW 18-24 years old 


Eating with the family means eating healthier 


Outside 
with friends 
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By 
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Of U-Reporters who say they eat healthily more than 2 
out of 3 say they mostly eat at home with their families 
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Older U-Reporters are more likely to say weight is a 
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VOICE MATTERS 


AVAVAakcletcicine)0)e)batoaniceyel 
from eating healthier? 


“Healthier food is often expensive, so 
my family can’t afford it.” 
Female, 16, Eswatini 


“Because my father has no means 
and | am a student of the 11th grade 
sciences.” 

Male, 17 Mali 


me Uh dah dcele tom cofore Mm Come (Ul iccmres-iaWar-lale, 
scarce.” 
Female, 23, India 


“Can't buy healthy food because | 
can't afford it. We'll eat vegetables 
and fruits sometimes but it's just so 
expensive to buy it every day.” 

Female, 21, Philippines 


“Not enough time to cook, lack of 
really fresh and useful products on 
store shelves.” 

Female, 19, Ukraine 


“Unhealthy foods are unfortunately 
tasty.” 
Male, 16, Brazil 


“Because of the appearance and taste 
of [healthy] food. It does not look 
colorful and is tasteless.” 

Male, 18, Thailand 
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More than 450 young people in 18 countries took part in The State of the World's Children 2019 workshops 
to talk about what they eat and why. The workshops were held along with similar events for mothers (see 

page 29). For a note on the workshop methodology, see page 178. Here we present an initial analysis of what 
participants in 12 countries said about the obstacles to eating healthily and how they try to improve their diets. A 
full analysis will be published in 2020. Responses have been translated and edited for clarity where necessary. 


Do young people know which foods are healthy? 


Overall, the adolescents who participated in the workshops reported making more healthy than unhealthy food 
choices."® After describing what they ate over a 24-hour period, they were asked to rate whether the items were healthy 
or unhealthy. Their assessments were accurate for around half of the items, but inaccurate for about a fifth. For just 
under a third of the items, they were unable to say whether the choice was healthy or unhealthy. Overall, adolescents 
appear to have a limited understanding of the nutritional qualities of over half the foods they commonly encounter. 


What prevents young people from eating healthily? 


Adolescents said they faced significant barriers to 
healthy eating. Cost and taste were top of the list: 


“We lack money here to stay healthy ... Our family is 
unable to find good jobs.” Girl, 16, India 
“Some of the food is hard to afford.” Boy, 16, Zimbabwe 


Many perceived healthy foods to be more expensive: 


“Cheap food is not healthy, and healthy food is not 
cheap.” Girl, 13, China 


Taste was another barrier: 


“Tl really like junk food.” Girl, 14, Guatemala 


“Healthy food is mainly not delicious.” Girl, 14, Kyrgyzstan 


Taste was a particularly relevant factor for urban 
participants. Some suggested that their food 
preferences had been affected by the ready 
availability of junk food: 


“We are not able to eat healthy food because we have 
already tasted junk food and are now attracted to that 


only.” Boy, 14, India 


Many adolescents reported that nutritious foods 
were not sold near their homes: 


“Meat is not available. We have money to buy meat, but 
the place is too far away.” Girl, 14, Ghana 


“Unhealthy food is easier to come by.” Boy, 17, USA 


Access and affordability were acute issues for some. In 
the Sudan, adolescents in a refugee camp were nearly 
three times more likely than rural participants to identify 
cost as a barrier to healthy eating. Lack of access to 
healthy food was also a key barrier. 


The workshop participants pointed to the role of 
parents and caregivers in determining what they 
eat. They also highlighted time constraints for both 
themselves and their parents: 


“My choice of food is not prepared for me. My parents 
decide what we will eat.” Girl, 15, Ghana 


“Sometimes, there is no time to cook so | eat fast food.” 
Girl, 15, Guatemala 


” 


“Mothers do not have time.” Boy, 14, Mexico 
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How do adolescents try to improve their own diets? 


Young people from all the countries 
surveyed reported taking personal action to 
eat better. Many said they valued eating well 
and set themselves personal goals: 


“| remind myself to prioritize my health for at 
least one meal a day." Girl, 78, USA 


“| try to make a better plan of what I'm going 
to do during the day to avoid those types of 
[unhealthy] food.” Girl, 15, Serbia 


Adolescents generally understood that some 
foodstuffs are not healthy, and took active 
steps to eat less unhealthy food: 


“| avoid the things that will affect me too much 
... junk food and street food.” 
Philippines, age and gender not indicated 

“| arrange time properly to have enough time 
to eat and start cooking for myself.” 
Girl, 13, China 


Sometimes they avoid unhealthy food by 

distracting themselves: 

“If | get tempted to binge, I'll go for a walk, 
take a nap, or call a friend or talk to my mom. 
| think about how I'm going to feel later.” 
Girl, 17, USA 


Some said they ate foods they regarded as 
healthy even if they were not very tasty: 


“| can tolerate the bad taste for the sake of my 
health.” Girl, 17, Egypt 


In lower-middle-income countries, gaining 
work was an important response to the high 
cost of food: 


“Since there is no money to buy food, | have to 
... Work ... in order to get the money to buy it.” 
Boy, 14, Ghana 


“lf | work ... to have money, then | will buy 
food for my family.” Boy, 13, the Sudan 


Saving money and eating home-grown and 
home-cooked food were other solutions: 


“Sometimes | save some money during the 
week so that | can buy healthy food.” 
Girl, 16, Serbia 


Hey 


.. plant fruits and vegetables.” 
Boy, 15, Guatemala 
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Summary 
Large numbers 
of adolescents 
value healthy 
eating and go to 
some lengths 
to improve 
their own diets. 
However, many 
face significant 
obstacles, 
notably cost 
and access to 
healthy food. 


CEF/China/2019/Ma 


What ideas do young people have to improve nutrition? 


Workshop participants highlighted the need 


for increased knowledge and awareness 
about diet and nutrition: 


“Educate people. Urge people to eat healthy 
meals. Hold meetings at the village library.” 
Group response, Egypt 

“Become informed through newspapers and 


the internet and purchase food accordingly.” 
Boy, 13, China 


They said governments, institutions and 
community leaders had a big role to play ... 


“We need community leaders to talk to 
parents.” Group response, Ghana 


“Prevent [the] selling of unsafe food.” 
Group response, Serbia 


... aS do young people: 


“Form cooperative youth groups that deal with 
food issues and health.” 
Group response, Zimbabwe 


“We can spread ... the awareness necessary 
to solve problems. And write banners. We 
can create WhatsApp groups dedicated to 
solving problems.” Group response, Egypt 
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More than 320 women in 18 countries took part in The State of the World’s Children 2019 workshops to ta/k about 
how they feed their babies and themselves. The workshops, organized with UNICEF country offices and national 
committees and Western Sydney University (WSU), were held along with similar events for young people (see page 
26). For a note on the workshop methodology, see page 178. Here we present an initial analysis of what participants in 
12 countries said about their infant feeding practices and the barriers they face in feeding their children and themselves 
well. A full analysis will be published in 2020. Responses have been translated and edited for clarity where necessary. 


What are mothers’ infant-feeding practices? 


The World Health Organization recommends that babies be exclusively breastfed for their first 6 months of life, 
and then introduced to first (or complementary) foods, which gradually replace breastmilk between the ages of 6 
and 23 months. Results from the workshop suggest that feeding practices in many instances are not optimal. 


Almost all of the women breastfed either from birth or within the first 10 days after birth."® However, around two 
out of five mothers introduced breastmilk substitutes (BMS) by the time their baby was 8 weeks old, and most 
were combining breastmilk and BMS (and, often, other liquids) before their baby reached 6 months of age. 


Most mothers introduced first foods at 6 months of age, but a fifth started before their baby was 5 months old. 


Some waited until the baby was between 7 and 9 months. 


What barriers do mothers face in feeding their babies well? 


Overwhelmingly, the main barrier to feeding babies 
healthily was financial: 


“| cannot even afford to give my baby unhealthy foods 
as | do not have the money.” Age 20, Zimbabwe 


“Money. | am not able to buy food to feed the child.” 
Age 25, India 


“There is no money at home.” Age 24, Ghana 


Mothers often echoed the perception of a 38-year-old 
workshop participant in the United States, who said, 
“Healthy food is expensive.” 


“In Australia, many things are expensive, like fish 
... vegetables and meat. It should be cheap so that 
anyone can buy it.” Age 29, Australia 


“Sometimes, some foods are expensive.” 
Age 22, Mexico 


Access and availability are also obstacles: 


“Sometimes healthy food is not available in the 
house.” Age 28, Egypt 

“It is difficult to get a vehicle to go ... to buy food.” 
Age 30, Ghana 


“It is hard to get fruits and vegetables, melon, 
watermelon, cucumber, carrot.” 
Age 22, Guatemala 


Mothers reported feeding challenges when babies 
disliked certain foods, or were ‘fussy’ or sickly. 


“My baby doesn’t like healthy food.” Age 24, Egypt 


“Children do not want to eat healthy food — they 
pester us, they start crying.” Age 25, India 


“{l find it difficult to find] food that my child wants; my 
child does not accept a particular type of food.” 
Age 29, Sudan 
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“My child does not like to suck my nipple.” 
Age 29, China 


“When baby is not feeling well, when the 


baby is teething, it makes it difficult to feed.” 
Age 20, Ghana 


Mothers also reported having to cope with 
unwanted family advice: 


“My mother-in-law wants to feed my 8-month-old 
congee [a type of rice porridge] every day because 
these are easy-to-digest foods. | want the child to 
have all kinds of food.” Age 27, China 


“My husband's grandmother tells me what to feed him 
[my baby]." Age not specified, Mexico 


What barriers do mothers face in feeding themselves well? 


Just as with their babies, mothers reported cost 
as the biggest barrier to their own efforts to eat 


healthily, followed by accessibility and availability: 


“Lack of money ... if | had money, | would purchase 
and prepare food as a mother [should].” 
Age 25, Guatemala 


“Sometimes | am short of money to buy some healthy 
foods.” Age 25, Kyrgyzstan 


“| eat healthy food when it is available. When it’s not, | 
eat whatever is available.” Age 20, Zimbabwe 


“It is easier to acquire other foods [as opposed to 
healthy foods]." Age 19, Mexico 


“It's a long distance from market to house.” 
Age 26, the Sudan 
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What are mothers’ solutions to the barriers they face? 


Mothers identified a range of creative 
workarounds to the barriers they face 
in feeding babies and themselves, 
including earning extra income and 
growing food themselves: 


“We can farm maize and sell it to get 
money; grow vegetables and sell to get 
money; sell cell phones for money; sell 
clothes for money.” Age 20, Zimbabwe 


“We can grow the food.” 
Age 26, Zimbabwe 


To overcome children’s food 
preferences and ‘fussiness’, they 
described a range of creative solutions: 


“| let her watch cartoons, rattle with 
toys, try to amuse her during the 
feeding.” Age 34, Serbia 


“| put mashed vegetables in the porridge 
and feed when the child talks.” 
Age 35, China 


“| blend the fruit and put it in the cake... 


| mix it with some food that she likes.” 
Age 25, Serbia 


To cope with unwanted advice from 
members of the family, women 

mostly said they tried to just ignore it, 
although this was not always possible: 


“My mother told me to give my one- 
week-old baby some porridge, but | 
ignored her.” Age not specified, Australia 


“My mother-in-law constantly said | did 
not have enough milk, and in the end | 
stopped breastfeeding.” 

Age not specified, Australia 


Summary 

Cost is by far the 
biggest obstacle 
to feeding and 
eating healthily 
for mothers, 
followed by a lack 
of availability and 
access to healthy 
foods. Many 
mothers described 
a range of other 
challenges, including 
babies’ dislike 

of certain foods, 
‘fussy’ eaters and 
family pressure. 
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Since 2014, Hilal Elver 

has served as the Special 
Rapporteur on the right 

to food, responsible for 
carrying out the right to food 
mandate, as prescribed by 
the United Nations Human 
Rights Council. Hilal Elver is 
an international law professor 
and a Global Distinguished 
Fellow at the UCLA Law 
School's Resnick Center 

for Food Law and Policy; 
she is also a research 
professor at the UC, Santa 
Barbara, where she has 
been Distinguished Visiting 
Professor since 2002. 


PERSPECTIVE 
Upholding a child’s right to food and nutrition 


It should concern us all that so many 
children around the world suffer from 
malnutrition in all its forms. This situation 
demands a determined and effective 
policy response — a response that can 
only come about if there is political will 
to protect and respect children’s human 
rights, notably the right to adequate food, 
which guarantees freedom from hunger, 
and includes nutrition as a critical element. 
Safeguarding this right requires states to 
ensure that everyone — including children 
— has access to food that, at the very least, 
meets their basic nutritional needs and is 
culturally appropriate and safe. 


States also need to respond to the 
structural and root causes of hunger 
and malnutrition from a human rights 
perspective. This should be guided by the 
principle that children’s economic, social 
and cultural rights are indivisible, a princi- 
ple that underpins the Convention on the 
Rights of the Child (CRC), which marks its 
30th anniversary this year. Nowhere is this 
indivisibility more relevant than in nutrition: 
the rights to clean water, health and an 
adequate standard of living, for example, 
are preconditions for the full realization of 
the right to food. 


Similarly, the CRC extends additional 
protections to children to ensure their right 
to enjoy the highest attainable standard 
of health. For example, it calls on states 
to take measures to combat disease and 
malnutrition by, among other actions, 


providing adequate nutritious foods, as 
well as nutrition information and education. 
Children also have rights to social protec- 
tion, to an adequate standard of living, and 
to non-discrimination. This last principle is 
especially important for protecting adoles- 
cent girls from gender discrimination and 
violence, and for preventing discrimination 
against children of indigenous and rural 
communities. 


Even short-term hunger can harm a 
child's development. The CRC recog- 
nizes this unique vulnerability across 
the life course: it refers to the need to 
support those responsible for children’s 
care and to provide appropriate ante- and 
post-natal healthcare for mothers. This is 
supplemented by the Convention on the 
Elimination of All Forms of Discrimina- 
tion Against Women, which promulgates 
rights for women during pregnancy and 
lactation. Unfortunately, that Convention 
falls short of protecting women’s individ- 
ual right to adequate food and nutrition 
beyond their capacity as mothers. 
Granting women the autonomy to make 
everyday choices and the freedom to 
enjoy fundamental rights has been 
proven to improve reproductive health, 
family nutrition and child welfare. 


Over the years, the Committee on the 
Rights of the Child has issued several 
General Comments to help states imple- 
ment policies. General Comment No. 15, 
for example, emphasizes social protection, 
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school-feeding programmes and preventive meas- 
ures to avoid all forms of malnutrition. It also calls 
upon states to limit children’s exposure to harmful 
food advertisements, and calls upon private com- 
panies to comply with the International Code of 
Marketing of Breast-milk Substitutes and relevant 
World Health Assembly resolutions. 


In considering the importance of breastfeeding, 
General Comment No. 7 advocates its promo- 
tion and protection, endorsing the World Health 
Organization's recommendations on_ exclusive 
breastfeeding. Nevertheless, many working moth- 
ers Still face considerable obstacles in fulfilling this, 
in part because governments often fail to provide 
adequate maternity leave to protect both mothers 
and children. 


Other General Comments cover the impact of 
private sector activities on the natural resources 
required to produce adequate food (No. 16), and the 
particular risks of malnutrition among children who 
are living with HIV/AIDS (No. 3). Also worth noting 
is General Comment No. 11, which, along with the 
Declaration on the Rights of Indigenous Peoples, 
focuses on indigenous children, for whom the 


cultural significance of traditional land and the qual- 
ity of the natural environment are intrinsically linked 
to the right to life and survival. A human-rights- 
based approach to child nutrition requires a clear 
understanding of the link between environmental 
degradation, access to natural resources and the 
rights of children to food and nutrition. 


Integrating these human rights instruments and 
soft law documents, such as the Voluntary Guide- 
lines to Support the Progressive Realization of the 
Right to Adequate Food in the Context of National 
Food Security, into policymaking will ensure that 
rural children, children of migrants, refugees, and 
internally displaced peoples, as well as children 
affected by conflict and climate change, are not for- 
gotten, and will help states to guarantee the right 
to food and nutrition in even the most marginalized 
communities. Applying a human-rights-based 
approach to the child's right to food and nutrition 
in a holistic manner requires good governance and 
political will at national and international levels. 
Once this political will is garnered, improving 
participation, accountability, monitoring and trans- 
parency are the first steps to implementing human 
rights principles effectively. Ml 
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Globally, almost 200 million children under » Far too many children 


continue to be affected 
by undernutrition 

and hidden hunger, 
while the numbers 


at least 340 million from the hidden hunger who ere overweloht 
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A village health worker feeds micronutrients powder to a child in Liping County, Guizhou Province, China. 
@UNICEF/China/2016/Xia Yong 
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All three strands 
of malnutrition 

-— undernutrition, 
hidden hunger and 
overweight - are 
interwoven 


Introduction 


In the 21st century, children’s malnutrition 
has three key strands. The first is the 
continuing scourge of undernutrition. 
Despite declines in some parts of the 
world, undernutrition deprives far too 
many children of the energy and nutrients 
they need to grow well and is linked to just 
under half of all deaths of children aged 
under 5 each year.' The second strand is 
hidden hunger — deficiencies in essential 
vitamins and minerals such as vitamins 
A and B, and iron and zinc. Unseen, and 
all too often ignored, hidden hunger 
robs children of their health and vitality 
and even their lives. The third strand is 
overweight and, in its more severe form, 
obesity. Once regarded as a condition of 
the rich, overweight now afflicts more 
and more children, even in some of the 
world's least-developed countries. It is 
also fuelling a rise in diet-related non- 
communicable diseases (NCDs) later in 
life, such as heart disease, which is the 
leading cause of death worldwide.” 


All three strands of malnutrition — 
undernutrition, hidden hunger and 
overweight — are interwoven. They can 
affect children, families and communities 
simultaneously and over the course of 

a single lifetime. The consequences are 
profound, not just for the child's own 
prospects — in childhood itself and on into 
adulthood — but also for national economic 
development and the attainment of the 
Sustainable Development Goals (SDGs). 


These forms of malnutrition also share 
many common causes. These begin 
with the diets of children and mothers, 
and stretch out to the ways in which 
access, affordability and decision- 
making power are distributed across our 
societies. Increasingly, we cannot think 
about the roots of these three strands 


of malnutrition without talking about 

food systems — everything that happens 
to bring food ‘from farm to mouth’. 
Children’s malnutrition in the 21st century 
increasingly reflects the reality that too 
many food systems provide children with 
too little of the food they do need, and 
too much of the food they don’t need. 


Child malnutrition today 
Undernutrition — stunting and wasting 


Undernutrition profoundly affects 
how children survive, grow and 
develop. Two of its most important 
forms are stunting and wasting. 


Stunting 


Stunting is used to describe populations 
of children who are too short for their 
age. But stunting is about far more 

than the height of an individual child 
— every community has shorter and 
taller children. Rather, it is a stark sign 
that children in a community are not 
developing well, physically and mentally, 
particularly in the first 1,000 days. 
Stunting has been described as not just 
the “best overall indicator” of children’s 
well-being, but also an “accurate 
reflection” of inequality in societies.® 
As one report has noted, stunting “is 
both a symptom of past deprivation 
and a predictor of future poverty.”* 


Sadly, in many communities, especially 
where short stature is common, the 
extent to which children are stunted is not 
fully recognized.® Because of its lifelong 
consequences for children’s development, 
such failures are serious, not just for the 
well-being of individual children, but for 
broader economic and social development. 
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Where do stunted children live? 


FIGURE 1.1 | Percentage of stunted children under 5, 2018 
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Note: Country data are the most recent available estimate between 2000 and 2018; where only data prior to 2000 are available, the dark grey color denoting no recent data is used. The 
designations employed in this publication and the presentation of the material do not imply on the part of the United Nations Children's Fund (UNICEF) the expression of any opinion 
whatsoever concerning the legal status of any country or territory, or of its authorities or the delimitations of its frontiers. 


Source: UNICEF/World Health Organization/World Bank Group Joint Malnutrition Estimates, 2019 edition. 
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Despite the 
encouraging 
declines in stunting, 
most parts of the 
world are currently 
not on course to 
meet targets for the 
SDG era 


In Pakistan, six-year-old 
Mudassir’s height is measured in 
a nutrition screening session. 

© UNICEF/UN048378/Pirozzi 


As with other forms of malnutrition, 

the causes of stunting start with the 
nutritional status of the mother. Mothers 
who suffered stunting in childhood 

are at greater risk of having stunted 
children. Women who are short of 
stature are also at greater risk of giving 
birth to pre-term children or children 

of low birthweight, who are, in turn, 
more likely to go on to be stunted. In 
2015, an estimated 14.6 per cent of 
newborns had low birthweight, and 
about 9 out of 10 of these infants were 
in low- and middle-income countries.°® 
Stunting can thus be perpetuated across 
generations and, because of its close 
link to deprivation, can transmit poverty 
from one generation to the next. 


This cycle can be broken. In just a single 
generation, women malnourished 

in childhood but who subsequently 
experience substantial improvements in 
their health, nutrition and living environment 
before conceiving can have children who 
are close to normal height.” Evidence 
such as this underscores the importance 
of investing in maternal nutrition, not 
just to raise the life prospects of women, 
but also those of the next generation. 


After a child is born, the nutritional status 
of the mother continues to be a factor 
through breastfeeding (see Chapter 2). 
Other factors also influence the child's 
development, including the extent to 
which a child's family has the resources 
to offer adequate food and care and its 
access to health services and clean water 
and sanitation. Repeated infections and 
gut inflammation can trap a child ina 
vicious cycle of disease and malnutrition: 
for example, a child with an inflamed gut 
finds it harder to absorb adequate nutrition, 
which weakens the child's resistance to 
illness. It is estimated that a quarter of 

all cases of stunting in children aged 2 


and under can be attributed to the child 
having experienced five or more cases 
of diarrhoea.® Combating stunting thus 
requires investments in improving the 
quality of children’s diets and related 
nutrition practices and services. 


Globally, the proportion and number 

of stunted children under 5 has been 
declining (see Figure 1.2). It fell by a 
quarter between 2000 and 2018 to 149 
million children. In broad terms, this 
reflects rising incomes and improvements 
in governance in many countries.° 
However, despite worldwide declines, 
progress in reducing stunting in much of 
Africa has been slow. Indeed, reflecting 
strong population growth, two UNICEF 
regions in the continent actually saw 
increases in the numbers of children 
affected between 2000 and 2018: the 
number of children under 5 with stunting 
rose by 1.4 million in Eastern and Southern 
Africa and by 6.5 million in West and 
Central Africa. The implications of this 
continuing burden of stunting for Africa’s 
human capital development are serious. 


Despite the encouraging declines in 
stunting, most parts of the world are 
currently not on course to meet targets 
for the SDG era. Similarly, targets for 
wasting and overweight risk not being 
met without a sustained effort. The 
global reductions in stunting can also 
mask the reality that, in many countries, 
huge proportions of children still suffer 
from stunting — around 38 per cent of 
under-5s in India and Pakistan and 43 per 
cent in the Democratic Republic of the 
Congo." Even these national statistics 
paint only a partial picture. Within 
countries, there can be major differences 
between regions. In India, for example, 
almost half of children are stunted in 

the worst-affected state compared with 
a fifth in the least-affected state." 


ae 
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FIGURE 1.2 | Projections for malnutrition in children under 5 compared to 2030 targets 
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Notes: WHA 2030 targets are a) 50% reduction in the number of children under5 who are stunted, b) Reduce and maintain childhood overweight to less than 3% and c) Reduce and maintain 
childhood wasting to less than 3%. Wasting is an acute condition that can change frequently and rapidly over the course of a calendar year. This makes it difficult to generate reliable trends over time 
with the input data available and, therefore, this report provides only the most recent global and regional estimates. https://data.unicef.org/resources/who-unicef-discussion-papernutrition-targets/ 


Source: UNICEF/World Health Organization/World Bank Group Joint Malnutrition Estimates, 2019 edition. Projections are based on analyses conducted by the UNICEF/World Health 
Organization/World Bank Income Group Joint Malnutrition Estimates Working Group 


Globally, wasting 
threatens the lives 
of 7.3 per cent of the 
world’s under-5s, or 
around 50 million 
children 


Wasting 


Wasting describes a child who is too 
thin for his or her height. With important 
exceptions, it often reflects a recent 
loss of weight arising from severely 
poor nutrient intake, illness or both. 
Globally, wasting threatens the lives 

of 7.3 per cent of the world’s under- 
5s, or around 50 million children. In 
2013, wasting led to around 13 per cent 


of worldwide deaths among under- 
5s representing 875,000 child deaths 
that could have been prevented.” 


Trends in wasting can shift rapidly and 
frequently in response to factors like 
the seasonal availability of food and 
disease patterns for diarrhoea and 
malaria. Nevertheless, there is concern 
that the global declines seen in child 
stunting have not been seen in wasting. 


This seems to be particularly true in 
South Asia, a global epicentre for wasting, 
where 15.2 per cent of under-5s are 
affected, a proportion that international 
agencies class as ‘high’’s (other hotspots 
include sub-Saharan Africa, Southeast 
Asia and Oceania — see Figure 1.3), and 
where rates of wasting have shown 

little improvement. South Asia is also 
notable for when wasting occurs in a 
child's life. Wasting in the region is most 
widespread in the first year of the child's 
life, and less so in later childhood. In 
effect, many wasted children appear to 
be born wasted."® This has important 
implications for solving the problem of 


wasting (as well as stunting) in the region: 


it clearly supports a strong prevention 
approach, particularly in supporting the 
nutrition of adolescent girls and mothers, 
and encouraging improved infant 
feeding and hygiene practices in the 
first two years of life (see Chapter 3).'° 
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Wasting — the more widespread form of 
acute malnutrition — can be devastating 
for children, particularly in its most 
serious forms. Left untreated, children 
with severe acute malnutrition (SAM) 

are nearly 12 times more likely to die 

than a healthy child.” SAM often results 
from a rapid deterioration in nutritional 
status, and is typically characterized by 
wasting, extreme thinness, or the swelling 
that is typical of nutritional oedema."® '9 
While the risk of death associated with 
SAM is highest for under-5s, school-age 
children and adolescents are also at risk. 
Children who appear to recover from SAM 
can still suffer cognitive impairments 

and other developmental problems, 
especially if they have stunted growth.” 


Wasting can 

be devastating 

for children, 
particularly in its 
most severe forms 


Global rates of severe wasting remain 
high: in 2018, around 16.6 million 
children under 5 were estimated to 
suffer from it.2’ As with other forms of 


BOX 1.1 | Caring for wasted children at home 


Recent years have brought significant breakthroughs in 
the treatment of SAM, notably with the rolling out of 
community management of acute malnutrition (CMAM) 
in many countries. Before CMAM, children with SAM were 
typically referred for lengthy and expensive in-patient 
hospital stays, a burden on many families that contributed 
to low rates of treatment. The CMAM approach instead 
empowers families to treat SAM at home, usually with 
ready-to-use therapeutic foods (RUTF) for children without 
medical complications, which comprise the majority of cases. 


September 20 2016 
Weight: 4.6 kg 


August 13, 2016 
Weight: 3.3 kg 


December 2016 
Weight: 6+ kg 


September 2017 
Weight: 9 kg 


This approach has improved survival rates and has proved 
highly cost-effective, although more needs to be done to 
lower costs, for example through local production of RUTF).2” 
While management of SAM is among the 10 highest impact 
nutritional interventions to reduce child mortality,” this 
impact can potentially be boosted still further: For example, 
health services that provide early detection of both SAM 
and HIV can be critical in improving survival rates among 
children by facilitating interventions at a critical point in 
disease progression and child development.™ 


Born in the rural Philippine province of Palawan, Joemar comes from a deprived 
family in which both parents have suffered health problems. The family’s ethnic 
community has limited access to services and understanding of malnutrition. 
As a result, and despite showing clear symptoms, Joemar was not immediately 
diagnosed as suffering from severe acute malnutrition. Once treatment began, 
he made swift progress, doubling his weight in just a few months. Just like 
Joemar, more Filipino children are now getting a second chance: Supported 
by UNICEF, the Philippines is scaling up services and capacities to prevent 
and treat acute malnutrition and, by 2022, aims to put in place a nationwide 
programme of interventions, with a strategic focus on the first 1,000 days. 

© UNICEF/Philippines/2016 
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Where do wasted children live? 


FIGURE 1.3 | Percentage of wasted children under 5, 2018 
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Source: UNICEF/World Health Organization/World Bank Group Joint Malnutrition Estimates, 2019 edition. 


malnutrition, poverty is often at the heart 
of SAM. Seasonal fluctuations matter, 
too: the rainy season is often the pre- 
harvest period when food stocks are low, 
roads are cut off, and the incidence of 
waterborne disease increases. Children 
who are ill are also at particular risk: 
those with HIV are three times as likely 
to die from SAM as their counterparts. 
22, 23,24 HIV together with malnutrition 
among infants is particularly fatal. 


Although children suffering SAM 

are often the face of humanitarian 
emergencies, most SAM cases actually 
occur in non-emergency settings. The 
mistaken assumption that SAM mainly 
occurs in emergencies — and is the 
responsibility of the humanitarian 
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community — has hampered effective 
prevention and treatment of SAM globally. 


Overall, far too few children with SAM 
are being treated. Despite global progress 
in the number of children reached 

(from 1.1 million children in 2009 to 4.4 
million in 2017), only about one in four 
children receives treatment.” Scaling up 
successful approaches requires supportive 
national policies, dedicated government 
resources and integration into routine 
national services. In countries where 

this has been achieved, efficiency and 
scale-up have been greatly increased.” 
Even so, although treatment saves lives, 
it does not address the underlying and 
basic causes that are key to ensuring 

the long-term prevention of wasting. 


A girl receives Vitamin A drops at Mont 
Ngafula Health Centre in Kinshasha, 
Democratic Republic of Congo. Vitamin 
A deficiency is the leading cause of 
preventable childhood blindness and 
increases the risk of death from common 
childhood illnesses such as diarrhoea. 
Despite the increasing availability of 
fortified foods, about one in five children 
is deficient in vitamin A.“ © UNICEF/ 
UNI44415/Pirozzi 
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Where do children with hidden hunger live? 


FIGURE 1.4 | Percentage of children under 5 with hidden hunger 
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At least 340 million 
children under 5 (one 
in two) suffer from 
hidden hunger 


Hidden hunger 


Children and mothers who are deficient 
in micronutrients — the vitamins and 
minerals that are essential for survival, 
growth and development — can suffer 
devastating consequences. Some 
examples: vitamin A deficiency is the 
main cause of blindness in children.” 
Women with severe anaemia (often, 
although not exclusively, linked to a lack 
of iron in the diet) have double the risk 
of dying during or shortly after childbirth 
(see Figure 1.4).°° lodine deficiency, even 
in its mild forms, can harm a child’s 


ability to learn.s' UNICEF estimates that 
globally, at least one in two children 
under 5 — or 340 million — suffers from 
hidden hunger due to deficiencies in 
vitamins and other essential nutrients.°2 


Often, however, the effects are 
invisible or may appear too late for 
anything to be done. That’s why these 
deficiencies are often referred to as 
‘hidden hunger’. Hidden or not, the 
impact is very real. As UNICEF's Kul 
C. Gautam said in 2004, “You might 
not feel it in the belly, but it strikes at 
the core of your health and vitality.”%° 


As with all forms of malnutrition, poor 
diets play a major role in hidden hunger. 
Indeed, dietary diversity is used as a 
measure of whether or not children and 
mothers are meeting their micronutrient 
needs.** These measures paint a worrying 
picture (see Chapter 2). But children 
and mothers also need to be physically 
able to absorb vitamins and minerals. 
Conditions such as diarrhoea and chronic 
gut inflammations can prevent that from 
happening, as can other factors, for 
example whether a micronutrient comes 
from an animal- or plant-source food. 


More broadly, hidden hunger can exist 
with both traditional and modern diets. 
Some communities in low-income 
countries, for example, depend heavily 
on just a few staples, such as grains and 
tubers, and may only very occasionally 
eat more nutrient-rich items such as 
fruit, vegetables, meat, fish, eggs and 
dairy. Modern diets, too, are implicated. 
Processed and ultra-processed foods can 
be fortified with essential vitamins and 
minerals, and in many parts of the world 
this helps meet children’s micronutrient 
needs (see Chapter 4). However, ultra- 
processed foods and drinks can also 

be deficient in essential vitamins and 
minerals. 9° And because some of these 
foods, such as cheap instant noodles 
and biscuits, can be very filling, they 
can reduce children’s appetite for more 
nutrient-dense fruits and vegetables.°%’ 


Precise and up-to-date estimates of 

the extent of hidden hunger are lacking, 
reflecting the challenge, cost and time- 
consuming nature of measuring it. Given 
the seriousness of hidden hunger’s 
impact on children, there is an urgent 
need to improve understanding of the 
problem through the development of 


inexpensive and effective forms of testing. 


UNICEF's recent global estimate — of at 
least 340 million children under 5 -is a 
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conservative figure as it only reflects 

the estimated number of children 

who suffer from vitamin A and iron 
deficiencies.** In both high- and low- 
income countries, children are at greatest 
risk of hidden hunger and frequently suffer 
multiple deficiencies simultaneously, a 
reflection of their poor diet overall.°9: 4° 


Overweight and obesity 


Overweight and obesity matter for 
children, both in childhood and in later 
life. In childhood, they can lead to a 
number of medical conditions, including 
gastrointestinal, musculoskeletal and 
orthopaedic complications, as well 

as the early onset of type 2 diabetes 
and behavioural and emotional 
problems, including depression and 
stigmatization. Childhood obesity 

is also a strong predictor of adult 
obesity, which can have serious health 
and economic consequences.” 


The number of overweight children has 
increased in every continent (see Figure 
1.5). Based on recent trends, the number 
of overweight under-5s will rise from 40 
million children to 43 million by 2025. 


Overweight is sometimes seen as a 
problem only in wealthy countries, but 
it is striking just how much it now 

also affects low- and middle-income 
countries and how rapidly the problem is 
growing (see Figure 7.6). In 2018, almost 
half the world’s overweight under-5s 
lived in Asia and a quarter in Africa; 

in Africa, the number of overweight 
under-5s rose by just under 44 per 

cent between 2000 and 2018. 


Overweight is 
sometimes seen as 
a problem only in 
wealthy countries, 
but it is striking just 
how much it now 
also affects low- 
and middle-income 
countries 


These data tell only part of the story, 
however. Estimates for older children 
help indicate the true scale of the 
overweight challenge. According to 
the NCD Risk Factor Collaboration, the 
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Where do overweight children live? 


FIGURE 1.5 | Percentage of overweight children under 5, 2018 
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Source: UNICEF/World Health Organization/World Bank Group Joint Malnutrition Estimates, 2019 edition. 
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FIGURE 1.6 | Trend in percentage of countries by World Bank income group FIGURE 1.7 | Increase in overweight among under-5 
where at least 10 per cent of children aged 5-19 years are overweight and 5-19-year-old children and young people 
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Source: NCD Risk Factor Collaboration (NCD-RisC) (2017). ‘Worldwide trends in body-mass index, underweight, 


overweight, and obesity from 1975 to 2016: A pooled analysis of 2416 population-based measurement studies Source: UNICEF/World Health Organization/World Bank Group Joint 
n 128-9 million children, adolescents, and adults’, The Lancet, 390(10113), pp. 2627-2642 Malnutrition Estimates and NCD Risk Factor Collaboration (2017) 
proportion of overweight children countries, albeit at very high levels — Overweig ht 
aged between 5 and 19 rose from around a third of children aged 2 to 15 . 
around 1 in 10 (10.3 per cent) in in the United Kingdom, for example.*® is no longer a 
2000 to a little under 1 in 5 (18.4 However, this trend is not being seen . 
per cent) in 2016 (see Figure 1.7). in poorer communities, resulting problem just 
in widening inequalities in rates of for wealthier 
What's driving these increases? obesity between high- and low-income . 
Research points to a few key factors. A social groups. Children from poorer countries 
rising intake of calories, a shift in what backgrounds also tend to have more and is 
children are eating from traditional severe forms of overweight.’ #8 In 
to modern diets, urbanization and low- and middle-income countries, rising faster 
falling levels of physical activity all and especially in much of Asia, rates 
play a part.** Some research also of overweight look likely to go on among older 
suggests that changes in the gut rising. Strikingly, there is little or no children 
microbiome may be a factor. consistent evidence of countries 
achieving and sustaining a decline 
Where are childhood trends going? in obesity across the population 
There are signs that overweight has since the 1980s,*° underlining the 


been levelling off in high-income need to focus on prevention. 
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SPECIAL SECTION 


Overweight and obesity 
ine CEC D ane HUrcounntines 


A century ago, overweight and obesity were linked to wealth. Not anymore. In 
wealthy countries, poor children are often the most likely to be overweight or obese.” 


Although rates of overweight in children have plateaued in many high-income 
countries, they have nevertheless settled at levels that put millions of children’s lives, 
health and futures at risk. Among 41 countries in the OECD and EU, not one has fewer 
than one in five children (aged 5-19 years) overweight, except for Japan (see Figure 1.8). 


Overweight and disadvantage 


The children who suffer overweight are usually from 
socio-economically disadvantaged families. In the 
United States, for example, overweight in children 
decreases as families’ education and income levels 
increase.= The link between obesity and socio- 
economic disadvantage has also been demonstrated 
in Europe. A study using data from the 2008 WHO 
Childhood Obesity Surveillance Initiative in Europe 
linked parental socio-economic status and _ lack 
of education with obesity in children in Czechia, 
Portugal and Sweden.® 


The impact of overweight on lives and economies 
offers a cautionary tale as these health risks rapidly 
expand into low- and middle-income countries. The 
effects are also economic. In Germany, the lifetime 
cost of overweight and obesity — due to factors 
including lost productivity and illness — is about 145 
billion euros (about US$162 billion).*® In the United 
States, US$190 billion a year is spent on treating 
obesity and obesity-related conditions — about a 
fifth of the country’s healthcare expenditures. In 
Brazil's public hospitals, the estimated direct costs 
of diseases related to overweight and obesity were 
US$2.1 billion annually. 


Response 


Despite growing awareness of the dangers 
of overweight, efforts to address the issue 
have not been systematic.®® In recent years, 
however, countries including Belgium, Chile, 
Finland, France, Hungary and Mexico have 
begun to establish policies to address obesity, 
including taxes and _ easy-to-understand 
nutrition labels such as front-of-pack warning 
labels. These and other efforts are guided by 
WHO recommendations aimed at providing 
a holistic approach to addressing childhood 
obesity. &. 6 


Globally, there is little information on government 
spending to address obesity and diet-related 
NCDs, such as_ diabetes, cardiovascular 
disease and some cancers.® In 2015, only 
about 0.01 per cent of global development 
assistance was spent on preventing and 
treating obesity- and diet-related NCDs.™ As 
low- and middle-income countries begin to deal 
with the complex consequences of growing 
rates of overweight, the costs of prevention 
and treatment risk exceeding the capabilities of 
healthcare systems to respond. 
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The children who 


suffer from overweight 


are usually from 


socio-economically 
disadvantaged families 


FIGURE 1.8 | Percentage of children and adolescents 5-19 years who are overweight in 41 OECD and EU countries 
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hidden hunger 
and overweight 
share common 
causes, notably 
the poor quality of 
children's diets 
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Pulling the strands of 
malnutrition together 


As noted earlier, the various strands of 
malnutrition — undernutrition, hidden 
hunger and overweight — are interwoven 
in many different ways. For example, two 
or three forms of malnutrition may strike 
children simultaneously or across the 
course of their lives. In addition, two, or 
increasingly all three, are simultaneously 
present in growing numbers of countries 
and communities — a triple burden of 
malnutrition (see Figure 7.9). Finally, 

all three share many common causes, 
notably the poor quality of children's diets. 


Coexistence in individuals 


One of the most common ways in 
which a child can suffer multiple forms 


of malnutrition is the coexistence of 
stunting and wasting. As one group 

of experts puts it, “a wasted child is 
more likely to become stunted and a 
stunted child is more likely to become 
wasted.”® Such children are likely to 
have experienced “an early environment 
characterized by harsh deprivation,” as 
one study notes. ® This combination of 
stunting and wasting increases the risk of 
death, even compared with children who 
are severely wasted.” Given these links, 
there have been growing calls in recent 
years for nutrition programmes to address 
stunting and wasting simultaneously. 
Failure to do so risks undermining the 
effectiveness of programmes. 


Other forms of coexistence also exist. For 
example, 8.2 million children under 5 are 
estimated to suffer from both stunting 
and overweight globally while stunting, 


FIGURE 1.9 | Number of countries with overlapping forms of childhood stunting, wasting, overweight and anaemia 
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countries face a 
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Note: A medium stunting prevalence is defined as 
>10%; a medium overweight prevalence is defined as 
>5%; a medium wasting prevalence is defined as >5%; 
a moderate anaemia prevalence is defined as >20%. 
Analysis is based on 134 countries with recent estimates 


for at least three indicators. 


Source: UNICEF, WHO, World Bank Group (2019). Joint 
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wasting and overweight often coexist 
with different forms of hidden hunger.®? 
Individuals can also suffer from different 
forms of malnutrition across their lives: for 
example, stunting in early childhood may 
raise the risk of overweight in later life.”° 


The triple burden of malnutrition 


Many parts of the world are now facing 
the triple burden of malnutrition, which 
is evident in countries, communities and 
even individual families. One regularly 
cited example is where a family has 

an overweight mother and a stunted 
child. In India, analysis of 2011-2012 
data suggests this may be the case in 5 
per cent of rural and 8 per cent of urban 
households. For Egypt, the figure is 

5.6 per cent of households, according 
to analysis of 2008 data. In both 
countries, the problem appears to be 
growing.” In Egypt, researchers attribute 
part of the rise to families’ increased 
consumption of sugary snacks, which 
fail to provide children with the nutrients 
they need for healthy growth and 
provide excess calories to the mother.” 
These examples highlight the need to 
consider children’s malnutrition in the 
wider family and household context. 


More broadly, many low- and middle- 
income countries are now facing the 
challenge of coping with the continuing 
burden of stunting and wasting, various 
forms of hidden hunger and rising rates 
of overweight (see Figure 1.9). For 
many, these multiples challenges risk 
outpacing their capacity to respond. 


Poverty, exclusion and malnutrition 


Poverty is often at the heart of malnutrition. 


According to a 2016 UNICEF and World 
Bank Study, of the 385 million children 
living in extreme poverty around the 
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world in 2013, half lived in sub-Saharan 
Africa and just over a third in South 
Asia. More than four out of five of 
these children lived in rural areas. They 
are more likely to be underfed and 
malnourished, get sick, not complete 
school and fall back into poverty in 

the aftermath of drought, disease or 
economic instability. Poor children 

are also least likely to have access to 
safe water and adequate sanitation, to 
receive preventative healthcare such as 
vaccinations, and when ill are less likely 
to get adequate medical care. These 
problems are experienced even more 
intensely by children living through 
emergencies and other crises (see 
Special section: Nutrition in emergencies). 


Poverty is about more than just financial 
resources. For many children and families, 
it is intertwined with social exclusion, 
discrimination and marginalization driven 
by gender, disability, ethnicity, geographic 
remoteness and displacement. At the 
individual level, such exclusion and 
inequity determine local access to 

goods and services, including healthy 
foods. At the societal level, they can 
mean that the voices and needs of poor 
and marginalized communities are not 
heard in broader decision-making. 


The impact of gender is evident in every 
facet of malnutrition and its causes (see 
Chapter 3, Special section: Girls and 
women need stronger support for better 
nutrition). Research and programmatic 
experience show that women’s 
empowerment is associated with better 
nutrition for children and women, yet 

in far too many places, women are still 
served last (and least) at mealtimes and 
have very limited autonomy, which can 
mean having limited or no control over 
their own and their family’s income and 
being excluded from making decisions. 


Poverty is often 

at the heart of 
malnutrition ... poor 
children are more 
likely to be underfed 
and malnourished, 
get sick, not complete 
school and fall back 
into poverty in the 
aftermath of drought, 
disease or economic 
instability 
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Stigma around 
disability can result 
in newborns not 
being breastfed or 
children being given 
less nutritious or 
smaller portions 
of food 


Disability can be both a cause and 
consequence of malnutrition. A lack 
of nutrients, vitamins and minerals, 
or exposure to high levels of toxins, 
for example, can lead to blindness 
or neurological damage. At the 
same time, some disabilities — such 
as intellectual and developmental 
disabilities or a cleft palate — can 
lead to a reduced nutrient intake or 
failure to meet increased nutritional 
needs. Stigma around disability 

can result in newborns not being 
breastfed or children being given 
less nutritious or smaller portions of 
food, or even not being fed at all. 


Indigenous people and other 
disadvantaged ethnic groups also 


face greater risk of malnutrition. 

In Brazil, for example, the rate of 
stunting among indigenous groups 
in 2013 was two to five times higher 
than among non-indigenous groups. 
Explanations for this difference 
include poorer nutrient intake, 
poorer sanitation and less access 

to primary healthcare services.” 


Geographical remoteness can 

also determine whether a family 

has access to essential foods and 
healthcare and nutrition services. 
Compared with their urban 
counterparts, children living in rural 
areas of Burundi, Honduras and Mali 
are twice as likely to be stunted, which 
rises to three times as likely in Peru.” 


FIGURE 1.10 | Percentage of stunted children in poorest vs. richest households in low-, lower-middle-, upper-middle- and high-income countries 
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Malnutrition 
is closely tied 
to poverty 


Notes: Analysis is based on a subset of 80 
countries with available disaggregated data 
on richest and poorest quintiles between 
2012 and 2018. 


Source: UNICEF WHO and Internationa 
Bank for Reconstruction and Development/ 
World Bank. 2019. Levels and trends in child 
malnutrition: Key Findings of 2019 Edition of 


the Joint Child Malnutrition Estimates. 
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United Kingdom: Poorest children at greater risk of overweight and food insecurity 


One in three children in England is overweight or 
obese by the time they leave primary school.'* Over- 
weight and obesity prevalence is more than twice as 
high in the poorest areas, and the gap is widening as 
obesity continues to rise in the most deprived areas."® 
The picture is similar for children elsewhere in the Unit- 
ed Kingdom."® 


Children’s diets are heavily influenced by the environ- 
ments in which they live. England's poorest areas are 
fast-food hotspots, with five times more outlets than 
in the most affluent areas.” Children from poorer are- 
as are disproportionately exposed to takeaways selling 
fried chicken, burgers and pizzas, and poorer areas also 
have more visible advertising for unhealthy foods than 
wealthier areas." 


The UK food retail environment encourages unhealthy 
foods consumption. Up to 40 per cent of foods pur- 
chased in supermarkets are on promotion, and unhealthy 
foods are more likely to be promoted."? Promotions have 
been shown to increase the amount people buy, and lo- 
cations such as end-of-aisle displays and checkouts are 
frequently used to promote unhealthy foods.'7° 


At the same time, nearly 2 million children in England 
live in food poverty,'?' and less than one-fifth of 5-to- 
15-year-olds eat five portions of fruits and vegetables 
a day.'”? In an affluent city like London, almost 1 in 10 
children reports going to bed hungry.'% 


The UK faces the dual challenge of confronting ‘food 
swamps’ in poor areas, by restricting the promotion 
of unhealthy food, while ensuring that retailers in poor 
areas offer affordable healthy food. 


© iStock.com/Bea Kiss 


The UK Government has pledged to halve childhood obesity 
and reduce the obesity gap between children from the 
richest and poorest areas by 2030.'% The UK introduced 
a sugary drinks levy and the world’s first sugar reduction 
programme aimedata20percentreductionin the most popular 
products consumed by children.’ The UK is also consult- 
ing on new legislation to ban unhealthy foods at checkout 
areas, store entrances and the end of aisles, as well as price 
promotions encouraging over-consumption of these prod- 
ucts, such as ‘buy one, get one free’, multi-buy offers or 
unlimited refills.176 


Local authorities have been encouraged to use their planning 
powers to limit the opening of additional fast-food outlets 
close to schools, while the Mayor of London has banned 
advertising for unhealthy foods on the Transport for London 
network.'27 


Recognizing that infancy and early childhood are critical times 
for establishing food preferences and dietary patterns, the 
UK has recently called for action to reduce sugar in commer- 
cial baby foods and end misleading labelling practices. Public 
Health England found that some sweet snacks marketed as 
suitable for babies and toddlers contain as much sugar as 
confectionery.'78 


In parallel, the UK Government set up the Healthy Start 
Scheme to provide fruit and vegetable vouchers to low-in- 
come families with young children, which has helped in- 
crease these families’ spending on fresh fruit and vegetables 
by 15 per cent.'?° 


Even though much remains to be done to tackle childhood 
obesity, the UK is paving the way to ensure that all children 
grow up in a healthy food environment. @ 
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Why are so many 
children eating too 
little of what they 
need, while an 
increasing number 
are consuming too 
much of what they 
don’t need? 


The role of food systems 


The trends in children’s nutrition are 
clear: on the one hand, there have been 
some declines in undernutrition, notably 
in stunting, albeit at far too slow a rate 
to meet globally agreed targets. There 
is also evidence of some reductions in 
hidden hunger, but again at far too slow 
a rate. On the other hand, the proportion 
of children who are overweight is 

rising rapidly, even in countries that 

still struggle with undernutrition. 


What explains these trends? In part, 
they reflect a world where children are 
increasingly able to satisfy their energy 
needs but not their nutritional needs. 
As part of the global nutrition transition 
described by Barry Popkin,”® more 

and more people are moving towards 
modern diets high in saturated fats, 
trans-fats, sugar and salt. This transition 
is linked to a rising prevalence of diet- 
related NCDs. Low-quality diets are now 
believed to be the single biggest risk 
factor for the global burden of disease.” 


The result is that more children are 
surviving, but far too few are thriving — 
failing to develop to their full physical 
and mental potential. In such a world, 
we need increasingly to focus on 

the quality of children’s diets and 

ask this question: Why are so many 
children eating too little of what 
they need, while an increasing 
number of children are consuming 
too much of what they don’t need? 


To answer this question requires 
getting to grips with food systems 

— everything that happens to bring 

food ‘from farm to mouth’. As work 

by numerous international experts — 
including the FAO, IFAD, the Global 
Panel on Agriculture and Food Systems 


for Nutrition, and the High Level 
Panel of Experts on Food Security 
and Nutrition — has demonstrated, the 
processes and activities that shape 
what we eat today are becoming 
increasingly complex. ” 78 7° 


To better explain how these processes 
affect children, UNICEF worked with 
international experts to develop the 
Innocenti Framework on Food Systems 
for Children and Adolescents (see 
below).® This framework puts children’s 
diets at the heart of food-system analysis 
for two reasons: first, because children’s 
nutritional requirements are unique and 
critical; and second, because there are 
no ‘magic bullet’ solutions to improving 
children’s nutrition over the long term, 
other than having food systems that 
deliver nutritious, safe, affordable and 
sustainable diets for all children. Action 
is needed at different points in the food 
system — with synergistic actions in the 
health, water and sanitation, education, 
and social protection systems — (see 
Chapter 4) to both increase the supply 
of, and demand for, nutritious foods. 


The Innocenti Framework has 
three main components — drivers, 
determinants and interactions. 


Drivers 


The ways in which societies supply and 
distribute food to children, the range 

of choices available to caregivers and 
consumers and the decisions that they 
take can all be affected by drivers that, 
at first glance, may appear distant from 
food systems. In recent decades, for 
example, factors such as rising incomes, 
technological innovation, marketing 

and globalization have all helped to 
transform food systems and the diets 
they deliver to children and adolescents. 


Determinants 


The core of the Innocenti Framework 
consists of four determinants that 


describe the processes, conditions 
and actors most directly involved 
in the production and consumption 
of food for and by children. 
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The processes and 
activities that shape 
what children eat 
today are becoming 
increasingly complex 


BOX 1.2 | How can agriculture better support nutrition? 


Agriculture is the foundation of all food systems 
and key to providing children with nutritious, safe, 
affordable and sustainable diets. However, the interaction 
between agriculture and children’s nutrition is far from 
straightforward. 


At one level, this reflects the reality that child nutrition 
goals may conflict with economic and political goals.®* For 
example, while investment in agriculture has improved 
productivity, food diversity has declined: just three crops 
(rice, wheat and maize) now account for nearly two 
thirds of the world’s calorie intake.®° At another level, 
this reflects the wide variety of food production systems 
globally - urban and rural, small and large, traditional 
and modern - all of which may affect nutrition outcomes 
in different ways. 


Modern and industrialized food systems offer production 
efficiency gains and year-round access to low-cost foods, 
but they are increasingly oriented toward producing 
animal feed, industrial inputs for processed foods, and 
biofuels rather than food for primary consumption. This 
has both dietary and environmental impacts, including 
oss of biodiversity, soil and water contamination, and 
the production of greenhouse gases.** 


Smallholder opportunities 


The dynamics are different in traditional food systems, 
where food safety and food loss are greater concerns.® 
Around four out of five of the world’s rural poor make 
some or all of their living from agriculture,®° many 
as smallholders - a loosely defined term that can be 
thought of as referring to small family-run holdings 
that produce a subsistence crop and one or two cash 


crops. The decisions taken by - and options available to 
— smallholders can have major effects on the nutrition 
of some of the world’s most disadvantaged children. 


Smallholders face choices over whether to produce a 
more nutritious and diverse array of foodstuffs for 
the family’s own consumption, or whether to sell what 
they produce to provide extra income. This income 
can be increased further if the family processes food 
before selling it; however, they may only be able to 
do this if they can access functioning markets and 
transportation.®’ 


Another way in which smallholder agriculture can affect 
children’s nutrition is if it leads to the empowerment 
of women, who play a major role in farm work, food 
processing and child feeding. Women’s participation 
in agriculture has the potential to help shift control 
of household resources to them, which then become 
more likely to be directed toward child feeding and 
care.®8 However, programmes aimed at strengthening 
the role of women can unintentionally harm children’s 
nutrition if they compete with child feeding and care 
— including breastfeeding - or impair women’s own 
health and nutrition.®® This underlines the need for 
initiatives for women in agriculture to be accompanied 
by other interventions, such as in nutrition counselling 
and support, behaviour change communication, and 
providing access to water, sanitation and health services. 


While more work is needed to demonstrate how 
agriculture can best improve children’s nutrition, the 
potential is clear, as is the certainty that fundamental 
change in children’s nutrition cannot happen without 
the support of agriculture. 
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The Innocenti Framework on 
Food Systems for Children and Adolescents 


The Innocenti Framework identifies some of the key points in food systems where action can be taken 


to increase both the supply of, 


Food supply chains 
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and demand for, nutritious foods for children and young people. 
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The Innocenti 
Framework puts 
children's diets at 
the heart of food- 
system analysis 


Diet of child/ 
adolescent 


Food supply chains comprise all 

the actors and activities involved in 
producing, processing and distributing 
food (and, ultimately, to disposal or use 
of waste). Agricultural production is still 
the source of most of what children 

eat, and offers key opportunities for 
improving children’s nutrition, for example 
by researching and developing more 
nutritious crops. Other interventions 

can include equipping smallholders and 
women to grow nutritious vegetables 
and to raise short-cycle livestock, such 
as poultry and goats, and developing 
mixed farming and cropping systems and 
aquaculture for fish production. There 
are also opportunities along the length 
of food chains to support better nutrition 
for children, such as fortifying foods with 
essential micronutrients, and reducing 
the use of saturated fats, trans-fats, 
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sugar and salt. Improved food storage 
and management can reduce food 
safety risks and contaminants, while 
minimizing food loss and spoilage. 


External food environments describe, 
firstly, all the physical places where 
caregivers, children and adolescents go to 
purchase or consume food. What foods 
and food items are on offer in stores 

and markets do much to determine the 
accessibility, affordability and convenience 
of food choices. For families living 

in ‘food deserts’, for example, fresh 
produce may simply not be available (see 
Chapter 3). Also important in external 
food environments are marketing and 
advertising, which help to shape tastes 
and influence purchasing decisions.” 

Key interventions in external food 
environments to improve children’s 


Traditional staples are the foundation of Uruma and her family’s diet in Tanzania. She often struggles to find 
enough to feed her family. “The children sometimes go to school in the morning without eating anything,” she says. 


When her husband earns a little extra, “I may return with meat, so the children can enjoy eating meat.” 
Produced/photographed by MAKMENDE 


Nutritional 
education and 
information are an 
important response 
to influence lifelong 
behaviour for 
healthier food 
choices, habits and 
overall nutrition 
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nutrition can include enforcing standards 
on food fortification. In addition, a 

mix of taxes and tax incentives can 
lower demand for unhealthy foods and 
encourage the supply of healthy foods. 
Other actions can include regulation of 
packaging and labelling and of marketing, 
especially of foods targeted at children 
and young people (see Chapter 4). 


Personal food environments represent 
the factors that help determine and, in 
many cases, limit the dietary choices 

of families and children. These include 
families and children's access to shops 
and markets and their purchasing power, 
which will determine the affordability 
and convenience of food (see Chapter 


“Ge 


3). As well as a lack of income, lack of 
time is a significant burden. Rural women 
in particular must often balance unpaid 
farm work with their role as primary 
caregivers.°' Important responses can 
include providing families with cash 
transfers that, with appropriate nutrition 
counselling and support, can offer 

extra resources and desire to purchase 
nutritious food for children. There is 

also scope to address time poverty by 
reducing the burden of women’s farm and 
domestic work. For example, improving 
access to household water sources can 
cut the amount of time women spend 
collecting water, and likewise, better tools 
can speed up planting and weeding, while 
day-care centres can support childcare. 


In Mexico, Gabriela tries to feed her family healthy foods, such as salad at lunchtime, but six-year-old Ikal has 
other ideas. “Mom, can I have a candy?” he begs. Gabriela finds it overwhelming: “They're just children,” she says, 


“Everything has pretty pictures on it. ] 


Produced/photographed by MAKMENDE 


Everything ... has sugar. They’re still kids, so they want sweets all the time.” 
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Like many young people, Indonesian teenager Rafsi is taking more of his own decisions about what to eat, especially 
when he hangs out with friends in the mall. Rafsi is trying to lose weight: “I go to the gym,” he says, “I hope I will lose 
more because still right now I’m overweight.” But it’s not easy: “It’s difficult to eat healthy when our friends are 

eating more delicious foods than healthy foods.” 


Produced/photographed by MAKMENDE 


The behaviours of caregivers, 

children and adolescents — or how 
families, children and young people 
procure and prepare food and how 
children are fed and supervised — is 
influenced by many factors. These include 
eating patterns, nutritional knowledge, 
taste preferences, appetite and levels 

of physical activity. Also important are 
socio-economic factors, such as food and 
dietary taboos, and the tendency in some 
cultures to prioritize boys and men over 
girls and women at mealtimes. Nutrition 
information, education and counselling 
are an important response to influence 
lifelong behaviour for healthier food 
choices, habits and overall nutrition. 


Interactions 


None of these four determinants stands 
completely alone. As the arrows in the 
framework indicate, they interact 
with each other, shaping and 
reinforcing each other in ways that 
can both help and harm children’s 
nutrition. For example, while the 
food offered in local markets helps 
shape the diets of children and 
families, it is in turn influenced by 
demand from children and families. 
These interactions show the 
importance of ensuring that policies 
to improve the supply of nutritious 
foods must also strengthen demand. 
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Malnutrition 
can harma 
child’s economic 
prospects and, as 
a consequence, 
broader socio- 
economic 
development in 
numerous ways 


What are the economic 
impacts of children’s 
malnutrition? 


The coming decades will see a dramatic 
shift in the contours of the world’s 
population — one that will see Africa 
become the centre of global population 
growth. By 2050, the population of Africa 
is forecast to have doubled since 2017, 
reaching a total of 2.5 billion people. In 
short, the future of humanity will be 
increasingly African. As populations age 
in much of the rest of the world, Africa 
over the coming decades will still be a 
young continent; in 2050, it will be the 
place where just over two out of five 

of the world's children are born.“ 


The emergence of a large and young 
labour force in such a short period 

of time will provide Africa — as well 
as India and some other countries in 
South and Southeast Asia — with the 
chance to harness their demographic 
dividend. But that potential will be 
realized only with improvements in 
human capital — people’s education, 
training, skills and health.°° Malnutrition 
stands in the way of that happening. 


The impact on children 


There are numerous ways in which 
malnutrition can harm a child’s economic 
prospects and, as a consequence, 
broader socio-economic development. 
Stunting in the first 1,000 days is 
associated with poorer cognitive 
development and lower educational 
outcomes.°** Evidence from a number of 
countries indicates that malnourished 
children spend less time in school, 
typically because of poorer brain 
development and school readiness, 
illness or because they start school 


later in life and are more likely to have 
to repeat grades. In sub-Saharan Africa, 
for example, research has shown that 
children lost up to 2.5 years of schooling 
if there was a famine while they were 

in utero and during their childhood.” 


By contrast, there are also numerous 
examples of how better nutrition is 
associated with improvements in 
children’s school performance. In the 
1940s, for example, the United States 
Government required bread to be 
fortified to help overcome widespread 
iron deficiency. Subsequent analysis 
showed improved rates of school 
enrolment. Similarly, Tanzanian 
children who received intensive iodine 
supplementation in the late 1980s 
and 1990s spent up to around an 
extra half-year in school compared 
with children who had not been 
treated. Studies on supplementation 
programmes in Guatemala?” and in 
China?” also suggest that children 
improved their performance in areas 
such as mathematics and reading. 


Perhaps the most direct way of 
demonstrating malnutrition’s effects on 
an individual’s economic prospects is 
to look at its association with reduced 
earnings — in effect, the impact of 
malnutrition on productivity. Available 
research indicated that the average 
lifetime lost earnings associated with 
stunting is US$1,400 per child, ranging 
from under US$300 in Tajikistan to 
over US$30,000 in wealthier countries 
such as the Bahamas, United Arab 
Emirates, Kuwait and Oatar.?” Studies 
have also suggested that stunting is 
linked to lower earnings: according to 
one, an increase of one centimetre in 
height in adulthood was associated 
with a 4 per cent increase in wages 
for men and 6 per cent for women.?% 


An additional, and easily overlooked, 
way in which malnutrition can affect 


children’s social and economic prospects 


is by fuelling conflict. There is growing 
evidence that poor economic and 
health status, including malnutrition, is 
associated with higher rates of armed 
conflict. According to one analysis 

in 2008, lowering the prevalence of 
under-5 malnutrition by 5 percentage 
points was associated with a decrease 
in the likelihood of conflict of up to 

3.5 percentage points.?“ The reasons 
for this are not fully clear, but as John 
Boyd Orr, first Director-General of the 
FAO, once said, “We cannot build 
peace on empty stomachs." 


All these impacts on the individual 

serve to undermine the ability of 
countries to develop their human capital, 
defined as the “aggregate levels of 
education, training, skills, and health in 

a population”. This loss is significant. 
According to the African Union's Cost of 
Hunger in Africa study, child malnutrition 
costs African economies between 1.9 
per cent and 16.5 per cent of GDP every 
year.” More recent studies indicate 

that malnutrition continues to exert a 
heavy burden on Africa’s economies.?% 


Much less work has been done on 
estimating the cost of childhood obesity, 
especially in low- and middle-income 
countries. Overweight can have an 
impact on the broader economy by 
making individuals less productive 

— through lower levels of physical 
activity and higher rates of NCDs — and 
by raising the cost of healthcare to 
treat conditions such as hypertension, 
diabetes and stroke. According to 
estimates prepared for WHO, if current 
trends continue, economic losses in 
low- and middle-income countries from 
heart disease, cancer, diabetes and 
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chronic respiratory disease will reach 
more than US$7 trillion over the period 
2011-2025, equivalent to about 4 per 
cent of these countries’ annual output. 


Investing in nutrition 


Nutrition must be seen as a cornerstone 


investment if the world is to achieve 
the Sustainable Development Goals by 
2030. According to estimates by the 
World Bank and others, it would cost 
just an additional US$8.50 per child per 
year to meet global targets for under-5 
child stunting.*% That's equivalent to 
just US$5 billion a year. Two numbers 
help put that figure in perspective: 

it's a little less than the combined 
annual spend on advertising of around 
US$7.2 billion a year by three of the 
world’s largest food and restaurant 
multinationals in the early 2010s. It's 
equivalent to just under 1 per cent of 


the US$620 billion that high-income and 


emerging economies spend each year 


on agriculture support™ (which includes 


direct payments to farmers as well as 
tariff barriers and export subsidies). 


Such investments have an impressive 
rate of return. Every dollar invested in 
reducing stunting generates estimated 
economic returns equivalent to about 


US$18 in high-burden countries.” Even 


without these returns, investment in 
children’s nutrition must be at the heart 


of any equity agenda. “Everyone puts all 


their eggs in the equality of opportunity 
basket,” the former President of The 
World Bank, Jim Yong Kim, has said, 
“But we're essentially lying when 25% 
of children in the world are stunted. 


Inequality is baked into the brains of 25% 


of all children before the age of five. So 
the only way that we can realistically 
say there is equality of opportunity is if 
we bring stunting down to zero."13 


Every dollar invested 
in reducing stunting 
generates estimated 
economic returns 
equivalent to about 
US$18 in high-burden 
countries 
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Why is addressing childrens nutrition important 
for a country's broader economic development? 


After years of brutal conflict, Yemen has 
become one of the world’s worst human- 
itarian crises and is descending into fam- 
ine. Even if the conflict ends tomorrow, 
the consequences of this crisis will be 
long-lasting, not least because of the im- 
pact of malnutrition on brain development, 
which in turn shapes the cognitive abilities 
of future workforces. Today's food insecu- 
rity is starving Yemen of Its future talent. 


Unfortunately, malnutrition is not isolated 
to extreme hunger in warzones. Children 
around the world contend with multiple 
forms of malnutrition that go beyond under- 
nutrition. 


Many countries are grappling with the dou- 
ble burden of malnutrition. Undernutrition 
in young children and overweight later in 
life lead to higher risk of costly diseases, 
such as hypertension and diabetes. Both 
sides of the same coin of malnutrition can 
be on painful display within one country 
— quite feasibly within the same homes, 
classrooms and playgrounds. 


Major diabetes epidemics in China, Cambo- 
dia and Ukraine have been linked to famines 
and starvation 40-50 years earlier. Severe 
food shortages in the Second World War 
could be an explanation for the current high 
rate of diabetes in Nauru, Singapore and 
Malaysia. This raises the possibility of future 
‘hotspots’ of diabetes in regions that have 
droughts and famine or internal and regional 
fighting (e.g., the Horn of Africa and Yemen), 
once socio-economic conditions improve. 


Malnutrition does not just lead to deaths and 
disease. It also undermines the human right 
to a healthy life, and negatively affects eco- 
nomic development by escalating healthcare 
costs and incurring productivity losses. 


In the case of undernutrition, productivity 
losses are due to decreased physical and 
intellectual capacity, whereas in the case of 
obesity, lost workdays, lower productivity 
at work, mortality and permanent disability 
come into play. 


The impact of these costs on a country’s 
gross domestic product (GDP) can be 
massive. In Asia, the annual GDP losses 
from low weight, poor childhood growth 
and micronutrient deficiencies average 11 
per cent. The global economic impact of 
obesity is estimated to be US$2 trillion or 
2.8 per cent of global GDP — roughly the 
same economic cost as smoking or armed 
conflict. Cumulatively, the estimated impact 
on the global economy of different forms 
of malnutrition could be as high as US$3.5 
trilllon a year, or US$500 for each individual. 


Perhaps the most compelling association 
of nutrition with a country’s economic 
development is seen in human capital. In 
2018, the World Bank launched a Human 
Capital Index, emphasizing that this digital 
age requires countries to urgently invest in 
their people if they hope to compete in the 
economy of the future. 


The Human Capital Index is a composite 
measure, factoring in child survival, years of 
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schooling and stunting. It has enabled the insight 
that malnutrition is therefore directly responsible 
for the loss of human capital. 


Individuals who have had stunted growth may 
lose schooling and experience delayed entry into 
the labour force, meaning that 43 per cent of 
children aged under 5 in low- and middle-income 
countries are at elevated risk of poverty because 
of stunting. 


Investing in child nutrition would produce a long- 
term impact on development. The Copenhagen 
Consensus has indicated that for every dollar 
spent on nutrition in the first 1,000 days of a 
child's life, the benefit could be an average of 
US$45. 


An average annual investment of US$7 billion 
over the next 10 years would be _ sufficient 
to achieve the global nutrition targets to reduce 
child wasting and stunting and maternal anaemia 
and to improve breastfeeding rates. With this 
investment, 3.7 million children’s lives could be 
saved by 2025, with at least 65 million fewer 
stunted children, 105 million more children exclu- 
sively breastfed and 265 million fewer women 
suffering from anaemia compared to 2015. With- 
out this investment, development opportunities 
will be missed. 


© UNICEF/UN0281635/Dejongh 


Costly as malnutrition is, the solutions do not need 
to be. The Lancet estimates that over 820,000 
children’s lives could be saved through measures 
such as breastfeeding babies exclusively immediately 
after birth, and continuing to feature breastmilk as 
part of their diet up to 2 years of age and beyond. 


However, the usefulness of free measures should 
not be used to understate how effective cash can 
be in the hands of those at the sharp end of mal- 
nutrition. Following the Pakistan Government's 
new prioritization of nutrition, | have been invited 
to lead the Benazir Income Support Programme 
(BISP), which is a national cash transfer system. 


The US$1.15 billion programme currently gets 
money into the hands of over 5.6 million poor and 
marginalized families. Independent evaluation has 
shown that the programme empowers women in 
particular, changing how they are viewed in their 
communities. | look forward to integrating a new 
nutrition-centred initiative within its framework in 
order to address malnutrition further. 


There is increasing awareness and evidence that 
investments to reduce malnutrition do pay off and 
are much needed. For the sake of our health and 
economies, both now and in the future, coun- 
tries need to take on the many-headed hydra 
that is malnutrition. 
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FEEDING 
A’CHILD 
FOR LIFE 


From the womb to adolescence, children 

at every stage of life have unique nutritional 
needs, eating behaviours and dietary 
influences, and are harmed in different 
ways by malnutrition. Early childhood 

is a time of rapid growth and nutritional 
vulnerability. School-age children are 
exposed to broader influences that affect 
their diets and food choices. Adolescence 
presents a window of opportunity for 


establishing healthy, lifelong nutrition. 


A family in Kang Maes District, Cambodia sits outside their home as the younger children eat their 
meal and the eldest child helps prepare ingredients. © UNICEF/UN074041/Pirozzi 
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Malnutrition during 
pregnancy and early 
childhood can adversely 
affect brain development. 


SU 


Generally, school-age 
children around the 

world are eating too little 
nutrient-rich foods and too 
many unhealthy snacks. 


Obesity in adolescence 
can have lifelong 
negative effects on the 
brain, contributing to 


early onset of cognitive 
dysfunction during ageing. 
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Food and nutrition across childhood 


At all ages, children are not eating diets with enough nutrients or diversity, and they are eating too much sugar, salt and 
fat. The risks at each age can lead to one or more forms of malnutrition: stunting, wasting, hidden hunger or overweight 
and obesity. These conditions can affect school performance and lifelong economic opportunities, and present health 
risks into adulthood. 


8 @ 


0—5 months 6 months-2 years 3-4 years 
a) 
=e 
= = As growth rates increase and decrease, 
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| activity 


Source: Elizabeth Fox, ‘Characteristics of children's dietary needs, intake patterns, and determinants that explain their nutrition behaviors’ (unpublished). 
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At every stage of childhood, 
children have unique 
nutritional needs, risks 

and eating behaviours 


O O 
: 
5—9 years 10-14 years 15-19 years 


CHILDHOOD DIETS 
3-19 years 


EATING AT SCHOOL 
EATING OUT WITH FRIENDS 


[MEPFECVERE RE ORAL SY ESA RES RAW AEE NCROR REE SSR OR NS OE THES ORS CESS PRAWNS SG eRe eae e eee eee eee See > More autonomy 


Se 
e Snacking 
¢ Skipping or missing meals 
e Negative self-image 
e Peer influence on food choice 
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Lack of proper 
nutrition during 
the early years 
can have lifelong 
consequences 


Introduction 


Across every stage of childhood — from 
the womb until adulthood — a child's 
nutritional needs, and the behaviours and 
influences on diet evolve and change. 
An infant undergoes vast physiological 
changes week by week. As children 
start school, eating patterns and diet can 
change drastically. Later, adolescents 
have opportunities to establish lifelong 
healthy eating habits, yet are vulnerable 
to the long-term effects of overweight 
and obesity. Proper maternal and child 
nutrition in the early stages of life 

lead to lower health risks across the 

life course and the prevention of non- 
communicable diseases (NCDs).? An 
understanding of these differences 
across childhood is important for the 
design of policies and programmes that 
support child nutrition effectively. 


As a child grows, the main influencers on 
diet shift gradually from mainly parents 
and other caregivers in the early years to 
the staff of day-care centres and schools 
and, finally, to peers and friends in the 
school-age years and adolescence. Food 
marketing and broader social forces 

affect what parents and caregivers feed 
their children, and act more directly on 
children’s food choices as they grow older. 


Early years: Vulnerability and 
opportunity (the first five 
years of life) 


Early childhood is a time of rapid physical 
growth and brain development. Lack 

of proper nutrition and exposure to 
illness and infection during these early 
years can have lifelong consequences 
on educational attainment and health 


and economic outcomes, especially 
for children from the poorest and 
most marginalized communities. 


The first 1,000 days — from the point of 
conception to around the child’s second 
birthday — are especially crucial. Poor 
maternal nutrition before conception 
and while the child is in the womb, the 
absence of exclusive breastfeeding in 
the first six months, and the inability 

of caregivers to provide a diverse and 
nutritious range of ‘first foods’ can lead 
to stunting, wasting and micronutrient 
deficiencies. For children and their 
communities, the consequences can 
be profound and lifelong. 


Impact of maternal malnutrition and 
malnutrition in early childhood 


Good nutrition starts even before birth. 
Poor maternal nutrition affects the child 
while in the womb and during childbirth. 


Maternal malnutrition, in the form of 
underweight and anaemia, increases the 
risk of pre-term birth and low birthweight, 
which in turn increase the risk of 
neonatal death, stunting and wasting. 

In addition, maternal overweight is a 
common complication of pregnancy:? it 
increases the risk of gestational diabetes 
and pre-eclampsia, a potentially life- 
threatening complication, and can lead 
to difficulties in labour and higher rates 
of post-partum haemorrhage. There 

are risks for the child too, including 
pre-term birth,’ low birthweight, not 
initiating breastfeeding, and an increased 
risk of overweight later in life.* 


The developmental demands of the foetus 
increase micronutrient requirements; 
many pregnant women experience hidden 
hunger or micronutrient deficiencies 

(see Chapter 7). lron deficiency can lead 
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How breastfeeding helps the mother and child 


Benefits for child 


¢ Lowers neonatal and infant mortality 


Economic benefits 


¢ Higher adult earnings 
e Lower healthcare costs 
¢ Gains due to increased productivity 


; Benefits for mother 


e Protects against diarrhoea and respiratory infections 


e Protects against middle-ear infection 
¢ Reduces incidence of leukemia 


e Reduces sudden infant deaths and life-threatening 


necrotizing enterocolitis (intestinal disease) 
¢ Lowers likelihood of overweight and obesity 


¢ Improves school performance and intelligence test 


scores 


Source: Greg Sclama, ‘What is the impact of malnutrition in all its forms on the 


development of the child?’ (2018) 


to anaemia. In fact, iron deficiency Is 

the most frequent cause of nutritional 
anaemia.® Folate prevents neural-tube 
defects such as spina bifida in the 
foetus.® Calcium reduces the risk of pre- 
eclampsia and pre-term birth.” Vitamin 

A supports immune function and foetal 
development, especially during the third 
trimester.® Finally, a lack of zinc in mothers 
is associated with low birthweight, poor 
foetal neural developments, pre-term 
delivery and increased neonatal mortality.° 


While the effects of nutrition on the 
brain vary across childhood, brain 
development is fastest during the early 
years. Malnutrition during pregnancy 
and early childhood can adversely affect 
brain development, affecting cognition, 
school readiness, behaviour and 
productivity into the school-age years 
and beyond. Providing essential energy, 
protein, fatty acids and micronutrients to 


¢ Helps prevent post-partum haemorrhage 
¢ Improves birth spacing 

¢ Decreases risk of breast and ovarian 
cancer 


a child during this period can establish 
lifetime brain function. A well-nourished 
child can interact with the environment 
and caregivers in a way that supports 
further healthy brain development.’ 


Breastmilk is 
not just food — 
it’s a powerful 
medicine 
tailored to the 
infant’s needs 


The power of breastfeeding 


The wide-ranging benefits of 
breastfeeding — for a child’s healthy 
immune system, brain development 
and microbiome — are well documented 
and reflected in a global consensus 
within the nutrition community. UNICEF 
and WHO recommend exclusive 
breastfeeding for the first six months 
and continued breastfeeding up to two 
years old or beyond. As the World Bank's 
Keith Hansen memorably wrote in The 
Lancet in 2016, “If breastfeeding did not 
already exist, someone who invented 

it today would deserve a dual Nobel 
Prize in medicine and economics." 
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Only 2 out of 5 
newborns begin 
breastfeeding in the 
first hour of life 


Breastfeeding has profound benefits for 
the child, especially in the first hour of 
life. Colostrum, the first milk produced 
by a mother, protects an infant's 
immature immune system against 
infection and inflammation.” Babies 
who begin breastfeeding in their first 
hour have a much lower risk of dying, 
even compared with babies who begin 
breastfeeding later on in their first day." 


Breastmilk is not just food — it’s a 
powerful medicine tailored to the 
infant’s needs that can significantly 
reduce the risk of death.* Universal 
breastfeeding could save the lives 

of 820,000 children under 5 annually 
worldwide. Breastfed children also 
have much lower rates of diarrhoea and 


respiratory-related disease. Other benefits 
include improved school performance’ 
and higher adult earnings, as well as 
improved physical well-being. Growing 
evidence also points to breastfeeding 
reducing overweight, obesity and chronic 
diseases such as diabetes later in life.* 


The dividends from breastfeeding are 
particularly high in lower-income countries, 
where families are often unable to access 
clean water and healthcare. Even in 
high-income countries, breastfeeding 

is still important for health and healthy 
growth and development. For example, it 
reduces sudden infant deaths and life- 
threatening necrotizing enterocolitis, a 
potentially fatal inflammation of the gut 
that affects mostly premature infants. 


FIGURE 2.1 | Percentage of infants aged 0-5 months fed infant formula, by UNICEF region, 2018 


The rise in use 
of breastmilk 


= 
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. and 
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11% 6% 
Notes: Between 2008 and 2013, sales of (typically cow's) milk-based formula grew by 41 per cent globally and by 72 per cent in upper middle-income countries such as Brazil, China, Peru and 


ail 


Turkey. Analysis based on a subset of 73 countries with lable data between 2013-2018, covering 61 percent of the global population. Regional estimates are presented only where available 
data represents at least 50 percent of the region's population 


*To meet adequate population coverage, East Asia and Pacific does not include China and Latin America and Caribbean does not include Brazil. Data not available for Europe and Central Asia and North America 


Source: UNICEF global databases, 2019 
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FIGURE 2.2 | Trends in percentage of infants aged 0-5 months exclusively breastfed, by UNICEF region, around 2005 and around 2018 


Eastern South Latin America West and Eastern 
and Southern Asia and Central Europe 
Africa Caribbean* Africa and Central 
Asia* 


ans Many regions 
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Notes: Analysis based on a subset of 80 countries with comparable trend data covering 74 per cent of the global population for around 2005 (2003-2008) and for around 2018 (2013-2018) 
Regional estimates are presented only where available data represents at least 50 percent of the region's population. 


*To meet adequate population coverage, Latin America and Caribbean does not include Brazil and Eastern Europe and Central Asia does not include Russian Federation. 


Source: UNICEF global databases, 2019. 


Mothers benefit from breastfeeding too. 
It helps prevent heavy bleeding after 
birth and accelerates the contraction 

of the uterus. In addition, because 
lactating mothers are less likely to ovulate 
while breastfeeding, it improves birth 
spacing. There is also robust evidence 

of protection against breast and ovarian 
cancer,” some evidence of a reduced 
risk of type 2 diabetes, and a reduction of 
hypertension and lower cardiovascular risk 
among mothers who breastfeed.” 


Why are so many children not 
breastfed? 


Despite these benefits, far too many 
babies are not breastfeeding optimally. 
Only just over two out of five (44 per 

cent) of newborns begin breastfeeding in 
the first hour of life and around the same 
proportion (42 per cent) of children under 
six months are exclusively breastfed. Why? 


The answer is complex, but it includes 
factors such as the promotion of breastmilk 
substitutes, social and cultural taboos 
against breastfeeding, the struggle many 
women face to balance work with childcare, 
and lack of support for breastfeeding. 


Breastmilk substitutes 


In the first three days of life, 43 per 
cent of newborns worldwide are given 
liquids or foods other than breastmilk, 
most commonly sugar water, honey, 
tea, animal milk, infant formula or plain 
water.?? In West and Central Africa, 
water is the most common liquid given 
to infants in the first three days after 
birth, potentially exposing them to 
pathogens and other life-threatening 
substances. Elsewhere, many infants 
in Latin America and the Caribbean do 
not receive breastmilk at all and receive 
breastmilk substitutes — in Mexico, 48 
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SPOTLIGHT 


A day is (almost) never enough: The daily life of a breastfeeding working mother in rural Laos 


Xaiathon lives in Houychengkao Village in rural Laos. At 33 
years old, she has four sons ranging in age from 2 months 
to 15 years. Together with her husband, she farms a small 
lot and maintains a home with their children. 


“My day starts very early, because of the long walk to the 
farm,” she says. Because of this, her breastfeeding prac- 
tice is not as regular as her doctor has advised. In addition 
to farm work and preparing meals for the boys, Xaiathon 
gathers firewood, feeds the hog and cattle, does the laun- 
dry, cleans the house, and helps out at a neighbour's farm 
to augment their barely-enough harvest. 


She's usually only able to breastfeed Kaka (her youngest 
son) when she’s at home in the morning before going to 
the farm (which is an hour's walk from their home), and 
again in the evening when she’s back. “It is a challenge 
to keep up because of the farm work. Sometimes when 
it rains, | can't go back home to breastfeed them, so in 
the rainy season | make sure there's rice porridge left at 


home. A few times I’ve had my fellow mothers in the 
neighbourhood breastfeed my boys,” she says. 


To make up for the lack of breastmilk during the day, she 
chews pieces of meat and mixes them with the rice por- 
ridge that she has prepared for Kaka in the morning. Her 
heavy workload means Xaiathon is also unable to follow 
through with her visits to the health centre in town. “| 
would rather just spend the time at the farm instead,” she 
says, adding that their meagre harvest is the only source 
of income for their family of six. 


As the sun sets and her husband approaches their 
home, the boys run to greet him, eager to see what 
fruits he has got for them along the way. For Xaiathon, 
the day is only halfway done: she still has to prepare 
dinner, do the dishes and feed her little son. She will 
try to get some rest as soon as the boys are back from 
evening playtime with their neighbours, mindful of an- 
other early start the next day. 


Before heading out to the farm, Xaiathon gathers and cuts the fire wood, and clears their backyard garden of bushes. “! also consider this a bit of warm-up, before the 
real hard work at the farm awaits,” she says with a smile. © UNICEF/Laos/2018 


per cent of infants O-5 months and 33 per 
cent of children 6-11 months consume 
infant formula, while only 35 per cent of 
children under 2 consume breastmilk.”° 


The rise in the promotion, sales and use 
of breastmilk substitutes, including follow- 
on formulas and toddler milks, is an area 
of growing concern. These products are 
often marketed with misleading claims 
that they improve young children’s lO 
and immune systems, or are necessary 
for healthy growth. Between 2008 and 
2013, sales of (typically cow's) milk-based 
formula grew by 41 per cent globally and 
by 72 per cent in upper middle-income 
countries such as Brazil, China, Peru 
and Turkey.?+ 


The fastest growing category of 
formula milk is toddler milks, marketed 
for children aged between 13 and 

36 months. Global sales grew by 53 
per cent between 2008 and 2013.” 
Unnecessary for healthy growth, these 
drinks may also increase the child's 
preference for sweet tastes.2? Compared 
with formulas, which contain added 
sugars, breastmilk exposes children to 
a broader range of tastes and flavours 
from the mother’s diet, thus preparing 
children for a more diverse diet as they 
grow older. Most toddler milks contain a 
combination of powdered milk without 
its natural fats, and corn syrup and other 
added sweeteners and vegetable oil. 


Public health professionals have 

raised concerns about the rise in 

the use of toddler milks. “My view 

is that these companies created a 

fake feeding period that they filled 

with this new product,” New York 
University’s Jennifer L. Pomeranz has 
said. “We're adding in now another few 
years of processed food consumption 
that didn’t previously exist.” 
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Social norms and healthcare 


Social norms, taboos and traditional 
practices significantly influence feeding 
behaviours. For example, many cultures 
believe babies should not consume 
colostrum and should be fed another liquid, 
such as sugar water, honey or animal 

milk, before beginning breastfeeding. 


To begin breastfeeding immediately after 
childbirth, mothers need support from 
health professionals. However, a 2018 
UNICEF report found that the presence of 
a medical doctor, nurse or midwife at the 
time of delivery did not necessarily support 
the early initiation of breastfeeding.** Only 
34 per cent of newborns delivered by a 
skilled birth attendant began breastfeeding 
within the first hour of birth in South 

Asia, while the rates are only 45 per 

cent in Middle East/North Africa, 47 per 
cent in Latin America and Caribbean, 

and 48 per cent in East Asia and Pacific. 
Another emerging concern is the rise of 
caesarean delivery. Research in South 
Asia has found that caesarean delivery is a 
significant predictor of delayed initiation of 
breastfeeding.* Across 51 countries, early 
initiation rates among newborns delivered 
by vaginal birth were more than twice as 
high as initiation rates among newborns 
delivered by caesarean section.” 


Mothers living with HIV can breastfeed 
without negative consequences for 
their own health and the health of their 
children. When these mothers take 
antiretroviral medicine consistently 
throughout the breastfeeding period, 
the risk of transmitting HIV to their 
children is extremely low. To achieve 
safe breastfeeding among mothers 
living with HIV, scaling up treatment 
services and adherence counselling 
and support within health facilities at 
the community level are required. 


Social norms, taboos 
and traditional 
practices significantly 
influence feeding 
behaviours 
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What are young children eating? 
The importance of first foods 


FIGURE 2.3 | Percentage of children aged 6-23 months fed food groups, by type, global, 2018* 
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this age eat a minimum of 
five of eight food groups. 


FIGURE 2.4 | Percentage of children aged 6-23 months eating at least 5 of 8 food groups (Minimum Dietary Diversity), by UNICEF region, 2018** 
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FIGURE 2.5 | Percentage of children aged 6-23 months eating at least 5 of 8 food groups by wealth quintile and place of residence, global, 2018*** 
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* Analysis based on a subset of 72 countries with data available between 2013-2018 covering 61 per cent of the global population. 
** Regional and global estimates based on the most recent data for each country between 2013-2018. 
*** Analysis based on a subset of 74 countries with disaggregated data available between 2013-2018. 


Source for all figures pages 60-61: UNICEF Global Databases, 2019. 
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_ 2 in 3 children aged 6-23 

ANS months are not eating 

— B hey foods from the minimum 
: number of food groups 


FIGURE 2.6 | Percentage of children aged 6-23 months fed food groups, by type, by World Bank income group, 2018 


While the vast majority 
of young children 
consume breastmilk, 
they are not eating enough 
animal source foods, fruits, 
legumes or vegetables and 
rely too heavily on grains. 
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What are young 


children eating Except for breastmilk, 
based on country the percentage of young 
income level? children consuming any of 
the other 7 food groups is 
Low-income countries systematically higher in upper- 
Lowermiddleincome middle-income countries 
cones than in low- and lower- 


a a middle-income countries. 


The percentage of children 
consuming non-dairy animal 
source foods such as eggs, meat, 
poultry and fish in upper-middle- 
income countries is nearly twice 
as high as those in low- and 
lower-middle-income countries. 


FIGURE 2.7 | Percentage of children aged 6-23 months fed food groups, by type and age, global, 2018 
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Note for Figure 2.7: Analysis based on a subset of 72 countries with data available between 2013-2018 covering 61 percent of the global population. Income groupings are based on the FY19 World 
Bank income classification. Estimates by World Bank income groups are only displayed if available data represents at least 50 percent of the population 


*To meet adequate population coverage, uppermiddle-income countries do not include Brazil, China and the Russian Federation. 
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Balancing work with childcare 


Unfortunately, working mothers world- 
wide face barriers to breastfeeding. 
Mothers in the workforce need a 
supportive environment, including 
paid maternity and parental leave 

and breastfeeding breaks for working 
mothers. In a 2015 study involving 
11,025 participants from 19 countries, 
maternal employment was the most 
frequently cited barrier to exclusive 
breastfeeding.”* Attention paid at a 
national level to supporting working 
mothers in the workplace can have 
significant effects. Viet Nam, for 
example, extended paid maternity 
leave in 2012 from four to six months — 
a bold departure from other maternity 
leave policies in Southeast Asia. Since 
then, the government has mandated 
all workplaces with a substantial 
female workforce to offer childcare 
facilities and lactation spaces.”° 


The importance of complementary 
foods and why children are not 
getting them 


When children are around 6 months 
old, breastmilk is insufficient to provide 
all the energy and nutrients they need. 
Their nutritional needs for growth 

and development between 6 and 23 
months are greater per kilogram of 
bodyweight than at any other time of 
life, making them especially vulnerable 
to nutritional deficiencies and growth 
faltering. Introducing a healthy and 
diverse range of complementary 

foods along with breastfeeding can 
help protect against illness and death, 
while also ensuring healthy growth 
and development and preventing 
overweight/obesity later in life. Equally, 
children between 6 and 23 months can 
suffer lifelong consequences if they 


eat unhealthy diets that lack diversity 
and rely on foods that are high in sugar 
and fat and low in essential nutrients. 


It is recommended that infants start 
eating complementary foods at 6 
months, but globally only over two 
thirds of infants aged 6-8 months 
are eating complementary foods. 
However, far too many begin much 
earlier. Nearly half of children 4-5 
months of age and around 15 per 
cent of infants 2-3 months of age 
are already eating foods in Latin 
America and Caribbean and East 
Asia and Pacific regions.®° In the 
United States, 21 per cent of infants 
0-5 months of age consume grains, 
and this is higher among African- 
American infants (34 per cent).* 


Starting from 6 months of age, 
children benefit especially from foods 
of animal origin, including meat, 

fish, eggs and dairy products, which 
are effective in providing them with 
essential nutrients and vitamin A, iron, 
zinc and calcium that are so needed 
between the ages of 6 and 23 months. 
Animal-source food (ASF) supports 
growth and physical activity and 
strengthens cognitive performance. 
ASF is densely packed with a range 
of essential micronutrients, well 
suited to the smaller stomachs of 
younger children. Stunting in early 
childhood is also associated with 

low consumption of ASF.?? But 

ASF - especially eggs and dairy — 

are expensive in low-income, rural 
areas, and consumption is lower (see 
Chapter 3). Globally, only two in five 
children are being fed ASF. Fish — 
which is relatively cheap and protein- 
dense with micronutrients — is a major 
part of young children’s ASF diets in 
lowland areas of Africa and Asia. 


SPOTLIGHT 
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Complementary feeding and behaviour change in Rwanda 


Denise is a voluntary community 
health worker in Akabacuzi Village, 
where the legendary 1,000 hills of 
Rwanda begin to slide into the dri- 
er, flatter savannahs. Twenty-two 
children in her village used to suffer 
from undernutrition, but today, not 
a single child is considered either 
severely or moderately undernour- 
ished. Much of this improvement 
is due to Denise's efforts to ensure 
parents know what and how to feed 
their youngest children and put that 
knowledge into practice. 


Through cooking sessions in her 
home, Denise demonstrates tech- 
niques to prepare nutritious food. 
Recently, she showed other moth- 
ers how to make beet juice, which is 
rich in vitamins and minerals. Moth- 


ers with children in their arms gath- 
ered to share the juice, poured into 
plastic cups. Previously, parents in 
this community would have thought 
it natural to feed young children a 
diet heavy in carbohydrates such 
as potatoes. Now they know this is 
not enough: diverse fruits, legumes, 
grains, vegetables, and sources of 
protein such as eggs, fish, meat and 
dairy products need to be a regular 
part of their diet. 


Denise and her fellow community 
health workers across Rwanda are 
in the vanguard of the fight against 
undernutrition, for which prompting 
behaviour change is a core strate- 
gy. To encourage better use of local 
resources, the government rolled 
out the ‘1,000 Days for 1,000 Hills’ 


campaign, which pushed out mes- 
sages across various channels, in- 
cluding community radio stations, 
community health workers (who 
hold monthly growth-monitoring 
sessions and cooking demon- 
strations), agricultural technicians 
(who teach communities to create 
kitchen gardens), and members of 
village savings and loans groups. 
Parliamentarians, religious leaders 
and journalists also helped spread 
campaign messages. 


“At first, people did not think about 
feeding children vegetables and 
other healthy foods,” Denise says. 
“Now we know what a balanced diet 
is. As long as we keep informing and 
encouraging people, no more chil- 
dren here will be malnourished." 


During a nutrition session, Denise, a Community Health Worker, demonstrates how to prepare beet juice for a group of women in Gatsibo District, Rwanda. © UNICEF/ 
UN0301144/Noorani 
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Children who are 
hungry at school 
struggle to pay 
attention and 
complete tasks and 
score worse on 
cognitive tests 


Fruits, vegetables, legumes, nuts 
and seeds are also important, not 
only as good sources of vitamins, 
minerals and fibre, but also because 
children who learn to enjoy eating a 
variety of fruits, vegetables, legumes, 
nuts and seeds are likely to go on 
eating them into adulthood. 


Fortification 


In many parts of the world, local foods 
alone cannot meet young children’s 
high nutrient requirements. Fortified 
complementary foods or multiple 
micronutrient powders can help close 
these gaps. Around the world, a 
range of fortified blended foods high 

in proteins and micronutrients are 
distributed through social protection and 
supplementary feeding programmes, to 
provide extra food and nutrients beyond 
what is normally provided at home. 


For instance, fortification products 
such as micronutrient powders enable 
caregivers to add essential vitamins and 
minerals to foods prepared at home 
for young children, reducing forms of 
hidden hunger, such as iron deficiency 
and anaemia. As of 2017, programmes 
providing micronutrient powders 

had been implemented in at least 47 
countries, reaching over 16 million 
children aged 6-59 months. Infants 
and young children also benefit from 
eating large-scale, centrally processed 
fortified foods such as iodized salt, 
iron-fortified flours and vitamin-A- 
fortified oil. For example, in Nairobi, 
Kenya, such products meet around a 
quarter of the vitamin A requirement 
and half the iron requirement of children 
between 6 and 23 months of age.** 


Finally, biofortification — the process 
of breeding staple food crops with 


higher micronutrient content — can 
reach vulnerable young children living 
in rural areas with limited access to 
diverse diets and commercially marketed 
fortified foods.** In 2017, an estimated 
5 million under-5s in 14 countries in 
Africa, Asia and Latin America were 
consuming biofortified staple foods, 
including iron-rich beans, provitamin- 
A-rich maize, cassava and sweet 
potato, and zinc-rich wheat and rice. 


Influences on young children 


As any parent knows, infants and toddlers 
can be fussy eaters. Taste and food 
preferences can change from week to 
week and parents often offer what the 
child prefers. Young children’s innate 
preference for sweet foods is helping to 
drive the increase in the consumption 

of commercial snack foods such as 
cookies, cakes and sweets and sugar- 
sweetened beverages in low-income 
countries.*8 A 2016 study of feeding 
practices among young children in 

Dakar, Dar es Salaam, Kathmandu and 
Phnom Penh found that the biggest 
reason for mothers feeding their children 
chocolates, sweets, cookies, chips or 
crisps, and cakes was that “the child 
likes it”, far outweighing other factors 
such as affordability, convenience or 
perceptions that the foods were healthy.*° 
The study found that, in all four cities, 
young children were more likely to eat 
commercially produced snack foods than 
foods rich in micronutrients, such as leafy 
green and orange-fleshed vegetables. 


At the same time, a growing body of 
evidence from high-income countries 
indicates that commercial foods available 
on the market do not always deserve 
the ‘healthy halo’ that they tend to have 
among parents. Evidence of widespread 
inappropriate promotion of commercial 
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Mothers’ clubs take a stand against malnutrition in Haiti 


Jacqueline Saintil is determined to 
breastfeed her 3-month-old baby 
James exclusively until he is 6 months 
old and then to give complementary 
food in addition to breastmilk to keep 
him healthy. “My 5-year-old Ervens 
was not exclusively breastfed. After 
three months, | gave him water and 
food almost every day. He was not a 
very strong baby,” she explains. 


The 25-year-old mother, who sold sec- 
ond-hand clothes before she gave birth 
to James, grows beans in a small gar- 
den that she can now harvest and sell 
because of the training in nutrition she 
has received. “| will make vegetable 
soup, with corn and dry fish, to feed my 
son when he’s six months,” she adds. 


Jacqueline acquired her nutrition- 
al knowledge from the local Paillant 
Mothers’ Club in her town of Les 


Nippes. Thanks to a set of cards 
with simple drawings, she and 29 
other women were taught how to 
help prevent their children catching 
diseases or suffering from malnu- 
trition. They learned that breastmilk 
contains all the nutrients required by 
babies and no other food or liquid is 
necessary until the age of 6 months. 
They were also shown how to make 
nutrient-dense meals of purees using 
local ingredients. 


In mothers’ clubs, community coun- 
sellors advise parents and caretakers 
of children aged under 5. Each week, 
mothers meet to discuss one theme on 
child well-being and development. 


A total of 411 women have been 
trained in 20 clubs in Les Nippes. The 
club is participative, interactive and 
joyful. The training raises women’s 


Jacqueline breastfeeds 3-month-old James. © UNICEF/Haiti/2019/Seck 


self-esteem and social status within 
their communities. Women were so 
proud of their achievements that they 
organized a graduation ceremony at 
their own expense. According to Be- 
atrice Rubin of the Paillant health cen- 
tre, vaccine coverage is nearly 100% 
for ante- and post-natal consultations 
as women from the club educate their 
peers. Referrals of malnourished chil- 
dren are more numerous since the 
course Started. 


Prevention of malnutrition is key 
in Haiti, which is characterized by 
chronic poverty coupled with a deep 
socio-economic crisis. Only 40% of 
infants aged under 6 months are exclu- 
sively breastfed, 11% of 6—23-month- 
old children are fed following mini- 
mum acceptable feeding practices, 
and more than 1 in 5 children aged 
under 5 years is stunted.?’ Hl 
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foods includes labelling that encourages 
early introduction, products with high 
amounts of sugar, use of artificial 
flavours, inappropriate consistency 

for developing eating behaviours, and 
various nutritional and health claims.” 


rt to choose 


from their parents 


and caregivers 


As children grow into toddlerhood, 
from the ages of 2 to 4 years, they 
start to choose their own food and, in 
many instances, eat outside the home, 
opening them to new influences aside 
from their parents and caregivers. At 
this age, positive models of eating 
from parents, caregivers, siblings, 
educators and peers become more 
important and influential.” 


Health professionals also play a major 
role in influencing parents through 
information, support, counselling and 


care (see Chapter 3). With three quarters 
of all newborns delivered with the 

help of a skilled birth attendant, these 
providers have a significant impact on 
breastfeeding uptake and practices. 


In many parts of Africa, Asia and 

Latin America, mothers-in-law and 
grandmothers are especially influential 
on how infants and young children are 
fed. However, their advice can often be 
inappropriate — insisting, for example, 
that colostrum is ‘dirty’ and urging 
mothers to hold off feeding animal- 
source foods until the child is 18 months 
of age.*? Grandmothers can negatively 
influence exclusive breastfeeding 
either through providing advice on early 
introduction of water and/or foods or 
actively feeding the infant themselves 
during the first six months.” 


BOX 2.1 | Responsive feeding 


How a caregiver and child interact helps to shape long- 
term behaviours and attitudes toward food. Responsive 
feeding - the process of recognizing cues for hunger and 
fullness and responding to them appropriately - helps 
develop healthy eating habits beginning in infancy and 
limits child underweight and obesity. 


Responsive feeding is grounded in several key principles 
for caregivers: 
» Attend to the child’s signals of hunger and satiety 
>» Recognize and respond to the child’s feeding 
needs in a prompt, emotionally supportive 
and developmentally appropriate manner 
>» Ensure the availability of healthy food 
» Create a safe and comfortable eating 
environment with few distractions.” 


Non-responsive feeding is characterized by a lack of 
reciprocity between the caregiver and child. It can 
reflect situations where the caregiver takes control and 


dominates the feeding situation; where the child controls 
the situation; or where the caregiver ignores the child. 
When caregivers dominate feeding, they can not only 
override the child’s internal hunger and satiety cues, but 
also interfere with the child’s development of autonomy 
and independence. 


According to a 2011 study, responsive feeding promotes a 
child’s acceptance of food and adequate intake.”’ Feeding 
infants and young children in response to hunger and 


satiety cues, instead of using 
can improve sleep behavio 
the child to be more physica 
to better self-regulate their 
concluded that responsive 


food as a soothing strategy, 
urs, which can then help 
ly active when awake and 
appetite.4® A 2015 review 


feeding interventions are 


the most promising obesity prevention measures for 
children under 2 years of age.*® Lack of responsive 
feeding increases the risk of suboptimal growth and 
development in environments where undernutrition 
is prevalent.& 


Finally, the modern food system exerts a 
significant influence on young children’s 
diets. The retail sector determines the 
availability of and access to breastmilk 
substitutes, toddler drinks and other 
foods specifically targeted at young 
children, while advertising, packaging 
and placement of unhealthy snacks in 
supermarkets can make it difficult for 
parents and children to make healthy 
food choices.“ The private sector can 
contribute in positive ways when it 
increases the availability, affordability 
and quality of complementary foods 

and supplements, distributing these 
products through channels such as retail 
markets, public health systems and 
social marketing, and generating demand 
for them among consumers (see Special 
Section ‘Influence of food marketing 

on children's diets’, Chapter 4). 


Middle childhood: A time of 
transition (ages 5-9) 


When children start going to primary 
school, lifelong dietary habits continue 
to be developed. A child's family, school 
and broader social forces all affect food 
availability and food choices, but children 
also start taking some responsibility for 
their own diets. This period of transition 
is important for establishing healthy 
eating habits. At this age, traditional 
gender roles and expectations begin 

to take hold for many children in low- 
and middle-income settings, with girls 
often helping out in the kitchen and 
caring for younger siblings, and boys 
assisting in income generation.” 


This period of childhood is marked 
by continued, steady growth. How 
much children eat during this phase 
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can vary widely. Appetites and 
food intake can increase before 
growth spurts and decrease during 
slower growth periods.* 


Research also shows the potential 

for children to catch up during this 

age after early stunting. One study 
conducted in 2010 in Peru found that 
stunted children who caught up by the 
age of 6 years did as well in cognitive 
tests as non-stunted children. 


Nutritional needs and patterns 


Far too many school-age children 

around the world are eating too little 
fruits and vegetables and too many 
unhealthy snacks that are high in sugar, 
saturated fat, sodium and salt, for 
example in bread, cookies, sweets, 

ice cream and sweetened beverages 
that are often marketed to and popular 
among school-age children. Low 
consumption of fruits and vegetables 

is common — a worrying phenomenon 
given that children who eat fruits and 
vegetables in childhood are more likely 
to continue doing so into adulthood. 
Many government departments of health 
recommend five portions of fruit and 
vegetables a day, but it is clear that many 
children are not getting anywhere close 
to these amounts. In a Brazilian study, 
for example, no children aged 7-8 years 
met the diet quality index for vegetables. 
Children in developing countries, 
especially in poorer households and 

rural areas, tend to have diets made 

up of a few staples such as cereals, 
roots or tubers with little protein. 


Across higher and lower income 
countries and across food systems, 
there is a clear relationship between 
diet, cognitive development and 
academic achievement.*° 


© UNICEF/UN0283275// Frank Dejongh 
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Overweight and 
obesity in middle 
childhood has 
both short- and 
long-term effects 


Hunger is an important factor. Energy 
is essential for concentration and 
participation in school activities, 

so children who have an empty 
stomach and feel hungry at school 

— from skipping breakfast or not 
eating enough — struggle to pay 
attention and complete tasks. 


Hidden hunger also impairs school 
performance; certain micronutrient 
deficiencies affect learning. According 
to research, iron deficiency is linked 
with lower test scores.*° Anaemia can 
cause fatigue and prevent children 
from paying attention in class. Eating 
an adequate diet regularly (in particular 
at breakfast) has been associated with 
higher academic achievement, while 
ultra-processed snacks and fast food 
may have negative associations.*” 


The effects of early malnutrition 
have long-term consequences. The 
impacts of nutrient deficiencies in 
utero or in early childhood affect school 
performance: for example, stunting 
serves as a predictor of poor educational 
outcomes throughout childhood.*® 


Reflecting the link between diet and 
school performance, some school- 
feeding programmes emphasize a 
diverse diet in foods that provide 

a range of nutrients. For example, 
Bhutan’s school-feeding programme 
benefits around 45 per cent of the 
country’s total student population. 
Micronutrient deficiencies are a major 
challenge — one in three adolescent girls 
in Bhutan is anaemic, and iron deficiency 
is thought to be a major cause. In 2017, 
a government analysis revealed that 
Bhutan’s school menus were deficient in 
many micronutrients, particularly iron, B 
vitamins and zinc, and did not provide 
adequate dietary diversity. Recognizing 


these challenges, several initiatives have 
been launched. Rice, the Bhutanese 
staple food, has been fortified and is 
now supplied to all schools. School 
menus are also reviewed to increase 
diversity and nutrition in meals. 


School-age nutritional risks 
and concerns 


Overweight (and obesity) in middle 
childhood has both short- and long- 
term effects. In the short term, it 

can raise cardiovascular risk factors, 
including type 2 diabetes, high blood 
pressure, high LDL cholesterol, and 
even atherosclerosis, and may also be 
linked to illnesses including asthma 
and low-grade systemic inflammation.*? 
Through its impact on the immune and 
pulmonary systems, overweight and 
obesity raise the risk of infections,® an 
impact that may be particularly severe 
for hospitalized children. Childhood 
obesity is also linked to psychological 
and social problems, including low 
self-esteem, self-image and behavioural 
problems. Girls appear to be at greater 
risk, and the risk increases with 

age.” In the long term, childhood 
overweight and obesity increase the 
risk of adult overweight five-fold® and 
is associated with a range of metabolic 
disorders in adulthood, including 
diabetes, stroke, high triglycerides, 
heart disease and hypertension.™ 


Research has found that children 

in sub-Saharan Africa, especially in 
urban areas and among higher-income 
households, are sitting more and 
exercising less, which has implications 
for their health and nutrition.® In this, 
they are following the example of 
children in high-income countries, who 
now spend more than half their school 
day sitting in classrooms,® and are 


spending more time sitting watching 
television or other screens at home. 


Missing breakfast 


Despite the clear evidence of its 
benefits, school-age children around 
the world commonly miss or skip 
breakfast, depriving them of a meal 
that particularly supports cognition, 
especially among undernourished 
children.® The reasons vary, but 

far too many children from poorer 
backgrounds have no choice — their 
families simply lack the resources or 
time to feed them in the morning. 
Many must rely on food provided or 
acquired at school instead. According 
to a WHO report, two-thirds of 
countries in Africa, the Americas 
and Southeast Asia provide school 
meals, but meal provision is less 
common in Europe and the Western 
Pacific. For many children, therefore, 
the evening meal is the main meal, 
meaning they spend much of the 
day feeling hungry, which interferes 
with their attention in class and 
affects school performance, an 
effect recorded, for example, among 
children in Ghana and Uganda.® 


It may seem counter-intuitive, but in 
some settings, children who miss or 
skip breakfast have a higher BMI than 
their peers who do not. According to 
research conducted in New Zealand 
in 2007, this is because children who 
miss or skip breakfast subsequently eat 
more snacks — cookies, sweets, chips 
or crisps, and sweetened carbonated 
drinks that are high in calories but 
low in nutrients — between meals.” 


It is important to note that data on 
what school-age children eat are 
limited. In many studies, children 


02 | FEEDING A CHILD POR LIFE & 83 


complete questionnaires at schools 
without the involvement of their 
parents, while younger children have 
trouble self-reporting their food intake 
— overestimation of food intake is 
common.”: Among older students, 
body image concerns can result in 
less accurate reporting, and under- 
reporting is likely especially among 
those who are overweight or perceive 
themselves to be overweight.’ 


The school environment 


In many countries, the school 

food environment promotes the 
consumption of unhealthy foods 
and overweight and obesity. 
Ultra-processed foods and sugar- 
sweetened beverages are often 
sold to children in school cafeterias 
or at convenience stores and 
street stalls outside schools. 


Changing the food environment to 
provide healthier foods is not easy. 
For example, Mexico has taken 
action in recent years to reduce 

the availability of unhealthy foods 

in schools, but it continues to face 
challenges. In 2010, the government 
established food and beverage 
guidelines for elementary schools. 
However, in 2017, a study of 39 
schools showed that energy-dense 
foods prohibited in the guidelines 
were still widely available, while 
vegetables, fruits, and plain water 
accounted for less than 7 per cent 

of the foods and drinks available in 
schools.” In addition, advertisements 
for sugar-sweetened beverages, 
pastries and sweets, many featuring 
gifts or special promotions, remain 
common outside schools, particularly 
state schools, and can influence food 
and drink choices among children.” 


In many countries, 
the school food 


the consumption of 
unhealthy foods and 


environment promotes 


overweight and obesity 
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Adolescents 
are especially 
vulnerable to 

undernutrition, 

in part because 
their rapid physical 
growth and 
development during 
puberty raises their 
nutritional needs 


Padma, 17, chats with members of 
the Adolescent Girls’ Club at Muttock 


Tea Estate, Dibrughar district, Assam, 


India. The club raises local awareness 


about the risks of drinking salt tea. 


© UNICEF/UN0324156/Boro 
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Adolescence: Crucial years 
for lifelong nutrition 
(ages 10-19) 


Adolescence is a time of rapid physical 
and psychosocial development and 
changes that accompany puberty. Boys 
have higher nutrient requirements due 
to a faster growth rate and greater 
gain in bone growth and muscle 

mass; girls are especially vulnerable 

to malnutrition, and gendered cultural 
norms mean they often lack access 

to nutritious food, education and 
economic opportunity.”> Adolescent 
girls also have higher iron requirements 
than boys because of growth spurts 
and the onset of menstruation. 


With an estimated 1.25 billion people 
aged between 10 and 19 in 2020, there 
will be 250 million more adolescents 
compared with just 30 years ago. Proper 
nutrition for this large cohort is important 
for both their current and future well- 
being. Yet around the world, adolescents 
routinely fail to consume diets that 


would give them the foundation for long, 
healthy and productive adult lives. In 
rural areas, they often have limited food 
options and are susceptible to seasonal 
food shortages. In urban areas, they are 
surrounded by fast food and nutrient- 
poor snacks and drinks. In all settings, 
unhealthy snacks tend to be eaten. 
Hidden hunger affects tens of millions. 


Adolescent dietary habits and risks 


As with younger children, the diets of 
adolescents in low- and middle-income 
countries are generally nutritionally poor. 
Among school-going adolescents, 34 
per cent consume fruit and 21 per cent 
vegetables less than once a day, but 42 
per cent drink carbonated soft drinks at 
least once a day. Just under half (46 per 
cent) consume fast food at least once a 
week. Half of adolescent girls in low- 
income and rural settings in low- and 
middle-income countries eat fewer than 
three meals a day, with most missing or 
skipping breakfast. Snacking is common 
during school hours, and lunch is usually 
eaten outside the home.” 
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Adolescent dietary 
habits vary across 
country income groups 


FIGURE 2.8 | Adolescent diets based on World Bank income group, 2008-2015 


High-income countries > 


Upper-middle-income countries > 


Lower-middle-income countries > 


Low-income countries > 


Note: Fast-food consumption only refers to 

consumption from restaurants and not street Less than 
foods, which are increasingly common in H . 
Latin America, Asia, and Africa and make daily fruit 
up a significant portion of the urban food intake 


supply. When fast foods were considered as 
meals purchased outside the home, 93% of 
adolescent girls from low- and middle-income 
countries globally were found to consume 
them at least weekly. 


Adolescents 


from low- 
Source: Global Alliance for Improved 
Nutrition (GAIN) analysis of data on income 
adolescent diets from Global School-based . 
Student Health Surveys (GSHS) and Keats, countries 


E.C. et al., ‘Diet and Eating Practices among 
Adolescent Girls in Low- and Middle-Income 
Countries: A Systematic Review, (2018). 


consume fruit 


less frequently 


% 
Less than Sugar- 
daily vegetable sweetened 
intake beverage intake 


More adolescents 
from high-income 
countries drink 
carbonated soft 
drinks at least 
once a day 


Adolescents from 
low-income 
countries 
consume 
vegetables less 
frequently 


Fast 
food 
intake 


More adolescents 
from upper- 
middle-income 
countries eat 
fast food at 
least once a week 


Nutrient deficiencies, overweight/ 
obesity and pregnancy 


Adolescents are especially vulnerable 

to undernutrition, in part because their 
rapid physical growth and development 
during puberty raises their nutritional 
needs. The absence of adequate nutrition 
risks undermining this crucial period of 
growth and development, an impact that 
is compounded for the 16 million girls 
between 15 and 19 years old and the 2.5 
million girls under age 16 in developing 
countries who give birth each year.” 


Diet and nutrition play a key role in 

brain development right into adulthood. 
Undernutrition in adolescence is associated 
with impaired cognitive function, school 
absenteeism and psychological stress.” 

As Dr Neville Golden, a member of the 
American Academy of Pediatrics Committee 
on Nutrition and chief of adolescent medicine 
at Stanford University School of Medicine 

in California, has said, “If [teens] don’t eat 
right, they can become irritable, depressed 
[and] develop problems such as obesity 

and eating disorders — and those have a 
whole host of psychological morbidities.””° 
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There is evidence that sugar is 
particularly harmful for the adolescent 
brain, which is especially responsive to 
rewarding behaviours. The consumption 
of tasty foods high in sugar, salt and/ 
or fat is hard to resist, but research 

in animal models indicates that 
individuals who drank sugar water 
during adolescence showed less 
motivation and pursued rewards 

as adults, behaviours that signify 
depression and other mood disorders.” 


Iron deficiency is a particular area of 
concern. To support their rapid growth 
and physical development, adolescents 
need sharp increases in the intake of 
certain vitamins and minerals, especially 
iron and especially for girls. Iron 
deficiency and iron deficiency anaemia 
are the leading causes of adolescent 
disability-adjusted life years (DALY) 
lost by girls aged 10-19 and boys ages 
10-14 (one DALY can be thought of as 
one lost year of ‘healthy’ life). Despite 
improvements in South Asia, rates of 
iron deficiency and associated anaemia 
there remain the highest in the world, 
followed by sub-Saharan Africa.** 


After iron deficiency, iodine deficiency 
is the second most common form of 
hidden hunger among adolescents. 
Global iodine status improved between 
2003 and 2017, with the number of 
iodine-deficient countries decreasing 
from 54 to 19 and the number of 
countries with adequate iodine intake 
increasing from 67 to 111.8 Although 
the DALY rate has gone down across 
regions from 1990 to 2015, progress 
has slowed in recent years. 


Overweight, obesity and associated 
NCDs are increasing among adolescents 
in most regions of the world.® While 
rising trends have plateaued in many 


high-income countries, although at high 
levels, they have accelerated in parts of 
Asia. Losing weight is hard. A child who 
becomes obese during adolescence 

is likely to remain so into adulthood 

and to face higher risks of NCDs such 
as type 2 diabetes. There is some 
evidence that obesity in adolescence 
can have lifelong negative effects on 
the brain, contributing to early onset of 
cognitive dysfunction during ageing.** 


Pregnancy brings its own set of 
nutritional vulnerabilities. Each year, 
around 16 million adolescent girls 

aged 15-19 give birth. Most come 
from disadvantaged backgrounds 

and, as such, often have inadequate 
nutritional status before conception; 

as nutrient requirements increase 
during pregnancy, these risks are 
compounded.® Pregnant adolescents 
are at increased risk of malnutrition due 
to the competing growth and needs of 
the foetus.®* Studies have shown that 
adolescent pregnancy carries a greater 
risk of complications and stunting of 

a girl's growth while also leading to 

a higher risk of health complications 
around the time of childbirth.®” Negative 
consequences for offspring are much 
greater for early adolescent pregnancies 
(younger than age 16) than for late 
adolescent pregnancies (aged 16—24).® 


Catch-Up Growth 


The rate of physical growth during 
adolescence is rapid, second only 

to that in early childhood.# Healthy 
nutrition is vital in this period, and some 
evidence suggests that rapidly growing 
teens can even gain back some of the 
linear growth deficits suffered in early 
childhood, a phenomenon known as 
‘catch-up growth’. Typically, stunting 
prevalence decreases with age — that is, 
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In search of healthy habits in Indonesia 
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It's 8am and the sun is already scorching the sports yards 
in front of a high school in Klaten District, Central Java, 
Indonesia. There's basketball practice on one side and ten- 
nis on the other, but not everyone is joining in. “| don’t like 
doing sports outside, there’s so much dust, and it’s hot!” 
Zahta giggles. Judging by the number of her classmates 
chatting in the shade, she’s not alone. 


For many of the students, this sports class is the only 
physical activity they do all week. Their school day is long 
and does not give them time to exercise. Nor does it en- 
courage healthy eating habits — students arrive at 6.45am 
and classes continue, with a few rest breaks, until late 
afternoon, which partly explains why missing breakfast is 
so common. 


According to a 2017 UNICEF study, around half of Indo- 
nesian teenagers miss or skip daily breakfast at home, so 
their first meal of the day is made up of whatever they can 
get at school.® There's typically no regulation on what can 
be sold in school canteens, so what's available is largely 
left to the discretion of the school or vendors. Typically, 


Zahfa at school in Klaten District, Central Java, Indonesia. © UNICEF/Indonesia/2018 


the school curriculum also includes little about nutrition 
and healthy activities. 


Factors such as these, as well as wider changes in diets 
(such as increased consumption of unhealthy foods) and 
industrialization have helped double rates of overweight 
in adolescents between 2004 and 2013. Indonesia has 
traditionally focused on reducing undernutrition, which 
remains a major problem — around 30 per cent of children 
under 5 have stunted growth.°° Nevertheless, amid rising 
overweight, there’s increasing awareness of the need to 
improve the knowledge, attitudes and behaviours of ado- 
lescents, their families and communities on healthy eating 
and physical activity. 


That also means integrating nutrition and physical educa- 
tion messages into the school curriculum for students like 
Zahfa. “At home, | just watch TV,” she says, “or | hang out 
with my friends, eating and chatting in the café.” Although 
she does try to get to the gym once or twice a week, it's a 
challenge to fit it into her day. “School finishes at 4pm, so 
if | go to the gym, | don’t get home until 6pm. It’s tiring.” Hl 
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some children who were stunted early 
achieve normal stature by adulthood.” 


The potential for catch-up growth 
depends on many factors, including 
the severity of stunting experienced 
and the external environment during 
adolescence. Some evidence 
suggests that children who experience 
catch-up growth perform better on 
cognitive tests than their stunted 
peers who do not catch up.*? Despite 
these promising findings, the 
physiological mechanisms underlying 
catch-up growth are complex, and 
measurement is difficult. More 
evidence is needed on the extent 
to which physical and cognitive 
deficiencies can be eliminated. 


While adolescence may provide an 
opportunity to catch up, gaining weight 
too rapidly in this period also poses 


risks. Children who are undernourished 
usually reach puberty at a later age, 
as the body delays sexual maturation, 
allowing more time for growth.% 

Yet studies from Kenya and Senegal 
have found that when a stunted teen 
gains weight quickly, for example 
after moving from a rural area to a 

city or being adopted into an affluent 
environment, it triggers earlier puberty, 
so closing the ‘window’ for growth.% 


Good nutrition is critical to support 

the increased biological demands 

of adolescence. While prevention of 
stunting in the first 1,000 days remains 
a priority, adolescence provides a 
second window of opportunity for a high 
return on investment with nutritional 
interventions. For some children, 
catch-up growth means a second, and 
perhaps final, chance to overcome 

the deficits suffered in early life. 


BOX 2.2 | Eating disorders, diet and adolescent mental health 


Concern over body size and physical appearance, rapid 
bodily changes, societal pressure for thinness, dieting and 
peer pressure all make adolescence a time of increased 


vulnerability to eating disord 


The ris 


k of developing an eati 


In addition to eating disorders, both hea 
food availability play a role in adolescent mental health. 
According to a_ study in the United States, among 
mothers, past-year food insecurity - lac 
enough food for a healthy, active lifestyle - increases 


thy diets and 


king access to 


in families, and over 50 per ce 
eating disorder is due to genetic factors.° 


the first step in a slippery slope toward 


depression, anxiety and low self-esteem 


(ais 


n girls, but in part this is because th 


to be thin in girls, and to have low body fat 
muscularity in boys, can lead to behaviours th 


Other mental health problems seen in adolescen 


both genetic and environmental factors. Eating disorders run 
n 


with eating disorders.°? Eating disorders are more common 


d 
recognize the symptoms of eating disord 
t 


hey assume they are female-only disorders. 


etected in boys.'° Healthcare professionals may fail to 


mental well-being.’ Mf 


ng disorder is influenced by the risk for childhood behavioural problems (aggressive 
behaviours, anxiety/depression, and inattention/ 

t of liability of developing an hyperactivity). Mental health outcomes associated 
” Societal pressures with food insecurity are not limited to childhood. 

and high Multiple US studies have reported an increased risk of 

at may be past-year diagnoses of mood, anxiety and substance 

eating disorders.% misuse disorders among adolescents reporting past- 

ce such as year food insecurity, independent of other aspects of 

are also associated socio-economic status.'°? Indeed, these associations have 

been reported in other countries, continuing in college 

ey may be under- and through young adulthood, highlighting the global 
importance of having adequate, healthy food available 

ers in boys because across all phases of development for both physical and 


Adolescent food choices 


To a teenager, the future can seem 
too abstract and far away to worry 
about the long-term nutritional and 
health effects of what they eat. 
Health and nutrition are simply not a 
major influence on the diets of many 
adolescents. Instead, external 
factors, such as disposable income to 
spend on snacks and fast food, peer 
pressure and the social desire to fit 
in among friends, body image issues, 
and food marketing can all play a role 
in influencing what adolescents eat. 


Casual work and pocket money from 
parents provides irregular income, 
particularly in middle- and high-income 
countries, and is often used to buy 
unhealthy snacks. As one teen in 
lran says, “Sometimes | decide to 
start eating healthy, but then in the 
morning | see my mom hasn't prepared 
me a healthy snack and instead gives 
me money to buy snacks. Then it is 
natural that | go for buying things such 
as crisps and puffed cheese.” 


Body image affects food choices 

as well. Depending on the local 
context, many adolescent boys want 
to gain weight and muscle mass, 
while many girls can be concerned 
about either excess weight or gaining 
weight as a sign of well-being and 
attractiveness. Eating disorders are 
not limited to high-income countries. 
Among young Tanzanian women aged 
15-23, eating disorder symptoms 
increased with media exposure.” 


Marketing, packaging and aspirational 
status symbols have a seductive pull 
on all consumers, but adolescents 

are especially influenced by these 
factors. Fast food and prepared snacks 
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are widely available in urban areas 
worldwide and can be especially 
appealing to young people. Fast 
food restaurants, with their clean, 
bright interiors, are places where 
teens can hang out with friends. 


For example, in Guatemala, the 
consumption of fast food and soft 
drinks is a sign of higher social status 
and upward mobility: “Being able to 
eat fast food was perceived as a sign 
that a family had middle- or upper-class 
status. Adolescents in ... rural areas 
‘dreamt’ of eating fried chicken in fast 
food restaurants, and adolescents 
from poorer economic backgrounds 
looked forward to consuming soft 
drinks on special occasions ... They 
indicated that they purchased snacks 
because of the taste (‘it just tastes 
good’), notions about the food (‘it gives 
us energy’), and peer pressure and 
social acceptance (‘we all buy it’)."2% 


Conclusion 


Each stage of childhood produces 
specific nutritional needs, eating 
behaviours and influences on diet. 

But whether it’s not breastfeeding 
exclusively in the first few months, 

not eating a diverse diet in the early 
years, or consuming too much sugar, 
salt and fat during the adolescent 
years, children are not eating the diets 
they need in order to grow healthy, 
and this has lifelong consequences. 
The reasons why children are 
malnourished at different ages reflect a 
combination of drivers at the individual, 
family and broader societal levels. 
Widening our lens of analysis beyond 
each stage of childhood reveals the 
many causes of malnutrition. & 


The reasons why 
children are 
malnourished at 
different ages reflect a 
combination of drivers 
at the individual, 
family and broader 
societal levels 
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SPECIAL SECTION 


What is a healthy diet? 


What should children eat? It’s a simple question, but for many parents and caregivers, 


and even children themselves, the answer is not straightforward. The exact make-up 
of a healthy diet depends on each individual and local contexts, but the basic principle 
of a healthy diet is one that contains fruits and vegetables, whole grains, fibres, nuts 
and seeds, and during the complementary feeding phase, animal source foods. Healthy 
diets limit free sugars, sugary snacks and beverages, processed meats, saturated and 


industrially produced trans-fats and salt. 


Ninety countries have developed food-based dietary 
guidelines, often based on recommendations from 
international organizations, into clear, understandable 
dietary advice that can also be visualized to aid 
communication."° However, these guidelines are 
often not specific to the different phases of children’s 
development and rely on recommendations that 
are not harmonized globally. Countries also struggle 
to provide clear guidance in the context of rapidly 
changing modern food environments, with ultra- 
processed, packaged foods taking up more of 
children’s daily diet. Dietary recommendations can 
also become politicized, with food producers pushing 
back if government recommendations urge the public 
to eat less of their products. We have remarkably 
little data on dietary intakes and food consumption 
patterns over time, which also affect the design and 
updates of such guidelines. 


Most national dietary guidelines advise eating a varied 

diet of four to five food groups: 

» fruits and vegetables (up to half of daily diets in 
many cases) 

>» whole grains and starchy foods 

» healthy, lean proteins and dairy foods 

» limited intake of sugar, fat and salt. 


Across all child age groups, energy intake should 

be in balance with energy expenditure to prevent 

overweight and obesity. While a common guideline of 

an adequate diet applies throughout childhood, there 

are specific recommendations for birth to age 2: 

>» Exclusive breastfeeding from the first hour of life 
until 6 months of age, and continued breastfeed- 
ing until age 2 
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> Nutritious and safe complementary (soft, 
semi-solid and solid) foods should be progres- 
sively introduced starting at 6 months, with a 
particular emphasis on a diverse range of iron- 
rich, nutrient-dense foods without added salt, 
sugar or fat, such as lean animal-source foods 
(including eggs, meat, fish and dairy), fruits and 
vegetables, and legumes, nuts and seeds. 


Debates about public health nutrition in the media 
and among policymakers have often been influenced 
by controversies, fads and lobbying by business- 
interest groups, with arguments often based only 
loosely on the scientific evidence, or misinterpretation 
or over-simplifying of the evidence. This can result 
in a muddying of the evidence that undermines 
policymakers’ confidence to take action. Controversies 
over conflicts of interest in nutrition research funding, 
especially when provided by the food industry, have 
added to the public’s confusion over what makes up 
a healthy diet. For example, industry-funded research 
investigating the health impact of sugar-sweetened 
beverages is overwhelmingly and consistently more 
likely to reach ‘weak/null’ conclusions compared with 
independent studies." A lack of conflict-free funding to 
implement evidenced-based dietary recommendations 
and nutritional interventions limits the broad impact 
of dietary guidelines. Past nutrition policy and 
programmes have often relied on ‘knowledge’ as the 
driver of behaviour change, assuming that better dietary 
choices will be made through education and dietary 
guidelines. Knowledge alone is not enough to improve 
dietary intake, however, and broader policy, behaviour 
change and environmental strategies are needed, 
especially given low investment by governments 


Cooked rice, vegetables, meat and beans are portioned for children into small bowls at the ‘Baby Café’ in Pandas Village in Klaten District, Central Java Province. 
Parents and grandparents come to the Café each morning to buy food prepared by ‘cadres’ (volunteer community health workers). ‘Cadres’ help improve children’s 
nutrition by providing information and counselling to their mothers. © UNICEF/UN04263/Estey 


in public education and communications campaigns 
compared to the food industry's investment in marketing. 
Even if they have nutritional information, consumers may 
choose unhealthier but tastier, less expensive or more 
convenient foods that are marketed to them. 


In recent years, Brazil has provided some common- 
sense public recommendations based on what and 
how people actually eat on a daily basis. Researchers 
looked at the available data and saw that people were 
cooking less at home and eating more processed, 
packaged foods, leading to nutritional problems 
such as overweight, obesity and diet-related NCDs. 
According to the University of Sao Paulo's Carlos 
Monteiro, whose Center for Epidemiological Studies in 
Health and Nutrition helped develop the guidance, “the 
more people used the ready-to-consume products, 
the more problems they had with the diet ... people 


who preserve that pattern of having freshly prepared 
dishes had the best diet. The good news is that these 
people are not the richest. They have lower income, 
many of them live in isolated places in Brazil.” The 
recommendations provide guidance on what and how 
to eat (encouraging more cooking and eating with 
others at home) with one ‘golden rule’: always prefer 
natural or minimally processed foods and freshly made 
dishes and meals to ultra-processed foods.13 4 


While our understanding of what makes up a healthy diet 
for children has advanced in recent years, gaps remain 
in defining the optimal intake for children at specific 
ages and for those living in different geographic regions 
and in different food environments. Unlocking further 
understanding through funding and research can put in 
place better evidence-based dietary recommendations 
and effective nutritional interventions at scale. 
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Scholastica Nguli 
Founder, 

Rondo Women's 
Development 
Organization, 
Tanzania 


Scholastica Nguli, the 
founder of the Rondo 
Women’s Development 
Organization (ROWODO), 
has worked since 2011 to 
reduce child deaths caused 
by malnutrition in the 
Rondo area of Lindi region, 
Tanzania. ROWODO is a 
member of the Partnership 
for Nutrition in Tanzania 
(PANITA), a collection of 300 
civil society organizations. 


PERSPECTIVE 


Women lead the way in community-based 
child nutrition in rural Tanzania 


In Africa, rural, remote villages are often 
synonymous with poverty and malnutrition, 
but this is not the case for the small village 
of Rondo in south-eastern Tanzania, where 
women have simply refused to watch their 
children die or suffer from stunting. Instead, 
they have been educating their communities 
to adopt a lifestyle of healthy eating. They 
walk up to 7 kilometres conducting door-to- 
door calls on families or to give talks at health 
centres where women usually congregate. 
These women are undertaking these 
life-changing activities in addition to their 
demanding daily chores such as tilling the 
land, fetching firewood, preparing food for 
their families and taking care of their children. 


Because a lack of awareness of breastfeed- 
ing is one of the factors behind the burden 
of child malnutrition in the Rondo area, 
Rondo Women’s Development Organiza- 
tion (ROWODO) decided to spread their 
knowledge to healthcare facilities through 
household visits and public meetings to 
ensure that nutrition is placed high on the 
agenda — and ultimately to end hunger, 
achieve food security, improve nutrition 
and promote sustainable agriculture. 


ROWODO faces a range of challenges 
that impair efforts to stop malnutrition. The 


first is cultural beliefs. Most communities 
in Rondo restrict breastfeeding soon after 
their child is born, throwing out breastmilk 
because they believe it is dangerous to 
their babies. This restricts babies’ intake 
of important vitamins from their mother’s 
first milk after birth. 


Another challenge is the lack of gender 
equality. Since most of the men do not 
participate in domestic duties, mothers 
have a heavy workload, for example going 
to the well to fetch water, going to the 
forest to find firewood, preparing food for 
the family and cleaning the household. 
Because these mothers are so busy, child 
feeding is negatively affected. 


There is also a problem of giving children 
food other than breastmilk before the age 
of 6 months. When a child cries repeated- 
ly, many women believe they are crying 
because of hunger and that they are not 
satisfied with breastmilk. They start to 
give them porridge made from cassava 
flour, which is not suitable. Many families 
also go to traditional healers when their 
child is suffering instead of the hospital. 
This exacerbates malnutrition and the 
increasing incidence of deaths among 
children aged under 5 years. 


To fight malnutrition in Rondo ward, 
ROWODO: 


>» educates mothers, either one- 
on-one by visiting families or by 
hosting talks at maternal clinics, on 
the importance of exclusive breast- 
feeding after giving birth, at least 
until the baby is up to 6 months old 


>» teachesparents aboutthe dangers of 
feeding babies under six months old 
foods other than their mother’s milk 


>» provides information on the impor- 
tance of feeding infants up to 2 years 
old with nutrient-rich food, such as 
cassava, lentils, beans and grains such 
as ulezi (millet) that are grown locally 


» breaks old myths, for example one 
that says a pregnant woman should 
not eat eggs. 
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© UNICEF/UNI197919/Schermbrucker 


The women of Rondo have become 
the epitome of taking action at a time 
when most of society waits for gov- 
ernment to fight malnutrition alone. 
Often, communities see malnutrition 
as too big a problem and feel that there 
is nothing they can do to change it. 
Yet the action by the women in Rondo 
demonstrates that there are solutions 
within the reach of communities to 
end malnutrition. 


All interventions count, whether it is 
breastfeeding, washing hands before 
eating, keeping a clean environment, 
or drinking clean, safe water. There 
is no one specific approach that 
communities must adopt to help them 
accomplish significant change. The 
example of Rondo shows that collec- 
tive action has a significant effect on 
bringing malnutrition in a community 
to an end. 
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Globalization, urbanization, climate shocks 
and emergencies are worsening the 
nutritional prospects of millions of poor 
and excluded children. For many, lack 

of access to nutritious, safe, affordable 
and sustainable food is compounded by 
the threat of disease from poor water 
and sanitation. We need a nutrition 
transformation to ensure these children 
get the chance to fulfil their potential and 
to help end the flow of poverty across 


generations. 


Ruma, 10, picks spinach on the roof of her family’s shelter in the Kutupalong refugee camp in southeastern 
Bangladesh. “We will eat it tonight for dinner,” she says. Her family receives food rations of rice and dal, but no 
fresh vegetables. “My two favourite things right now are studying and playing. | am a good student. Now, | can 
read. My dream is to become a language teacher.” © UNICEF/UN0331082/Nybo 


Globalization has changed 
everything from crop 
harvesting to supermarket 
food displays. 77% of 
processed food sales 
worldwide are controlled by 
just 100 large firms. 


Oo 
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By 2050, 70% of the world’s 
adolescents will live in 

cities, more exposed to the 
marketing of unhealthy foods 
and more vulnerable to diet- 
related diseases. 


2 


Without action, future 
generations will likely face 
increased food insecurity 
and malnutrition brought 
on by climate change. 
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Because of poverty 
and exclusion, the 
greatest risk of all 

forms of malnutrition 
is shouldered by the 
most disadvantaged 
children 


Introduction 


Across urban and rural contexts, poor- 
quality diets threaten the survival, 
physical growth, brain development 
and life potential of poor and excluded 
children, setting them up to pass 
disadvantage down to the next 
generation. Even in an ever-changing 
world, this is as — if not more — accurate 
today as it was decades ago. 


The world has undeniably changed. 
A growing body of evidence about 
nutrition — on the importance of 
maternal nutrition before and during 
pregnancy, on exclusive breastfeeding 
and diverse first foods, and on good 
care and hygiene practices in early 
childhood — is providing crucial 
insights to pave the way for good 
nutrition from the first 1,000 days into 
middle childhood, adolescence and 
adulthood and on to new generations. 


Globalization, unplanned urbanization 
and climate shocks are also driving 
dietary changes, both positive and 
negative, and these changes are 
shaping families’ food options and 
choices. Those who can afford it may 
have greater access to diverse and 
nutritious food, but for far too many, 
these benefits remain out of reach. 
Because of poverty and exclusion, 
the greatest risk of all forms of 
malnutrition, and, consequently, the 
heaviest non-communicable disease 
(NCD) risk burden is shouldered by 
the most disadvantaged children. 


Emerging science 


Nutritious food is necessary to 

ensure children grow well, but it’s not 
sufficient. Around the world, diarrhoeal 
and other diseases undermine the 


nutrition of tens of millions of children, 
as do less well understood conditions 
such as chronic inflammations 

of the gut. Increasing evidence 
shows that poor diets are harming 
children’s gut flora, raising their risk 
of infection, and that intergenerational 
cycles of malnutrition can also be 

the outcome of both maternal 
underweight and overweight. 


Greater knowledge in areas such 
as hygiene and sanitation, the 
microbiome and epigenetics has 
the potential to prevent disease and 
poor nutritional outcomes from the 
first 1,000 days into adulthood. 


Hygiene and sanitation 


Malnutrition underlies 45 per cent of 
deaths in children under 5 years of age. 
Diarrhoea is particularly deadly when 
children are undernourished, killing 
over 700 children under 5 every day in 
2016.' Most childhood cases can be 
traced back to unsafe drinking water, 
foods contaminated in the home, or 
faecal contamination from poultry 

and livestock. Improper sanitation 
helps spread infectious diseases and 
intestinal worms and encourages the 
development of conditions such as 
environmental enteric dysfunction. 


Our understanding of the role of 
hygiene and sanitation in malnutrition is 
evolving. For example, recent research 
suggests that much higher levels of 
hygiene and sanitation are needed to 
safeguard children from stunting than 
was previously thought: “Conventional 
thinking is that improving access to food 
and educating families about hygiene 
will prevent childhood malnutrition, 

but these interventions keep failing,” 
according to the lead author of a study 
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BOX 3.1 | Conceptual Framework of the Determinants of Maternal and Child Nutrition 


When children and women eat well, 
everyone benefits. Children provided 
with a nutritious, safe and diverse 
diet are equipped for the physical 
and cognitive development, school 
performance and healthy life that 
awaits them. 


For children to eat well at each stage 
of growth, not only must food be 
of good quality and consistently 
available, accessible and affordable, 
but several other factors must be in 
place. Their families need resources. 
These include money, but also 
knowledge of how to access and 
provide a healthy diet. They need 
support in the face of financial stress 
and time pressure. They need access 


to quality health services and a 
healthy environment, free of disease 
and unsanitary conditions. 


Children’s diets are also determined 
by broader forces at play, such as 
political commitment, economic 
priorities and social norms. 


To better understand and address 
these complex and far-reaching 
challenges, UNICEF has developed 
the 2020 Conceptual Framework of 
the Determinants of Maternal and 
Child Nutrition. It builds on UNICEF's 
1990 framework on the causes of 
child undernutrition, acknowledges 
the evolving and multiple nature of 
maternal and child malnutrition, and 


incorporates new knowledge on the 
drivers of malnutrition. 


The Conceptual Framework uses 
a positive narrative about what 
contributes to improving maternal 
and child nutrition and preventing 
malnutrition in all its forms in 
children, adolescents and women. It 
provides conceptual clarity about the 
enabling, underlying and immediate 
determinants of maternal and child 
nutrition, and about the outcomes 
resulting from improved nutrition 
in children, adolescents and women 
see below). The Framework guides 
UNICEF’s 2020-2030 Globa 
Strategy for Maternal and Child 
Nutrition. 


Children’s 


Outcomes IMPROVED NUTRITION FOR CHILDREN AND WOMEN 

for children Improved survival, health, physical growth, cognitive development, school readiness and . 

and women school performance in children and adolescents; improved survival, health, productivity d | ets a re also 

and wages in women and adults; and improved prosperity and cohesion in societies. dt 
) ) determined 

Immediate GOOD DIETS leg GOOD CARE by po | it I ca | 

determinants for children and women for children and women . 
commitment, 

_ _# 4 °..* ___=# economic 


ADEQUATE FOOD 


ADEQUATE FEEDING 


Breastmilk, nutrient-rich 
age-appropriate foods, with 
safe drinking water and 
household food-security, 
at all times 


Underlying 
determinants 


a, Se ae 


GOOD GOVERNANCE 
Political, financial and multi-sectoral 
commitment to advance children's and 


Age appropriate and responsive 
feeding and stimulation, with 


adequate food preparation, 
food consumption, and 
hygiene practices 


<<>> 


quality health, nutrition and 
sanitation services, anda 
healthy living environment, 


Enabling 
determinants 


women's right to nutrition 


HEALTHY ENVIRONMENT 
Healthy food environments, 


priorities and 
social norms 


including for physical activity 


—— a 


POSITIVE NORMS 
Social and cultural commitment 
to advance children's and women’s 
right to nutrition 


2, SaaS eee, eee 


SUFFICIENT RESOURCES 
Environmental, financial, social and human resources 
to fulfill children’s and women's right to nutrition 


Source: UNICEF Maternal and Child Nutrition UNICEF Strategy 2020-2030. UNICEF: New York; 2019 
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Children washing their hands in a 
refugee camp in Betou, Republic of the 
Congo. © UNICEF/UN0327817/Diefaga 


in rural Gambia.’ “There's a very high 
threshold of hygiene necessary to 
allow children to grow properly — 
communities need improved living 
conditions and access to clean 
water piped into their homes. 
These findings should redirect 
governments’ priorities, shifting 
efforts to providing drastically 
better housing, and better 

access to clean water.”® 


Contamination of food — whether 

from the environment or from 
microorganisms — has dire implications 
for children’s health. Infants and 
children are especially vulnerable to 
such threats because their metabolic 
system is still developing and key 
organ maturation is susceptible to 
permanent and lifelong disruption.® 


03 | MALNUTRITION IN A CHANGING WORLD » 99 


BOX 3.2 | Environmental enteric dysfunction 


The deleterious effects of acute diarrhoea on health are well 
known, yet in otherwise healthy populations, and those in 
which interventions have reduced diarrhoea, many children 
still do not achieve normal growth.? The exact cause of this 
growth failure is unknown, but there’s increasing interest in 


is highly prevalent among people living in conditions of 
poverty.* Biomarkers for EED are found in children living 
in unsanitary household environments and are associated 
with high levels of stunting.® 


the possible role of environmental enteric dysfunction (EED). 


EED may also play a role in poor cognitive development and 


EED is a subclinical disorder where chronic exposure to 
faecal pathogens inflames and damages the intestines, 
reducing the body’s ability to absorb nutrients. It is strongly 
associated with stunting and iron deficiency.? The condition 


educational achievement among children. A longitudina 
study in eight low- and middle-income countries found an 
association between a higher number of enteric infections 
and poorer cognitive scores at 2 years of age, independent 
of diarrhoea.® & 


The best preventative measure for 
infants, who are especially vulnerable 
to foodborne and waterborne 
disease, is breastfeeding. 


Parasites, viruses and bacteria — such 
as Salmonella and E. coli — naturally 
inhabit the surfaces of raw food and 
can cause serious illness. Without 
good hygiene practices such as regular 
handwashing with soap, the improper 
handling of food in preparation or 
storage can result in foodborne illness. 


The impacts of contamination via 
water, air or soil and exposure to 
antibiotics and pesticides have been 
well documented in recent years 
and, in high-income countries in 
particular, have resulted in a demand 
for organic and pesticide-free foods. 
Researchers and the scientific 
community are also examining the 
effects of exposure to food additives 
and substances in contact with foods 


in its packaging, for example, plastics. 


The microbiome 


Often called the body's ‘second 
brain’, the gut microbiota has been 


the subject of growing research and 
attention in recent years. Its powerful 
effects on physical and mental 

health are becoming increasingly 
clear, as is its role in enhancing 
immune system functions. 


Our bodies are home to trillions of 
microbes that play an instrumental 
role in nutrition and healthy growth. 
These tiny intestinal guests not 

only metabolize the food we eat 

and affect our weight and cognitive 
development," but also strengthen 
our immune systems. They even 
predict our vulnerability to developing 
diseases, including obesity.'? 


By the age of 3, children have 
established most of their microbiome 
for life.'"? Whether the microbiome 
begins to develop during pregnancy or 
childbirth is still a matter of debate, but 
the first hours, days and years of life 
are critical. In childbirth, microbes from 
the birth canal and vagina are passed 
to the baby, inducing an important 
immune response. Breastfeeding and 
skin-to-skin contact starting in the first 
hour help create a healthy microbiome. 
Breastmilk contains proteins, human 


Contamination 
of food has dire 
implications for 
children’s health 
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Microbes tell the 
body whether it 
needs a particular 
type of food, 
through what’s 
known as the 
‘sut-brain axis’ 


milk oligosaccharides and probiotics that 
improve health and brain development. 
Breastmilk has been called “probably 
the most specific personalised 
medicine that the child is likely to 
receive, given at a time when gene 
expression is being fine-tuned for life.” 


Threats to this development include: 
exposure to antibiotics (in utero 


in ways that can encourage obesity, 
diabetes and inflammatory bowel 
disease.” For example, some 
additives in foods such as mayonnaise 
and ice cream break down the 
protective barrier of mucus in the 
gut that separate microbes from 

the intestinal lining and produce 
proteins that inflame the gut.'® 


or in early life), birth by caesarean 
section, formula feeding and lack of 
diversified first foods. These disrupt 
microbiome establishment and can 
adversely affect nutrition and health,"® 
for example by increasing a child’s 
vulnerability to allergies and asthma.'® 


Adding diversified first foods to 
an infant's diet after the first six 


The gut microbiome also influences 

our food choices. Research shows that 
microbes communicate with the brain, 
telling the body whether it needs a 
particular type of food, through what's 
known as the ‘gut-brain axis’. This 
might start even in breastfeeding, when 
the infant's needs are communicated to 
the mother via contact between saliva 
and the nipple in a feedback loop.'® 


months of life adds bacterial variety 


that helps digest fibre, starch and 
proteins. A more diverse diet helps 
the microbiome perform a greater set 
of metabolic tasks. Adequate, largely 
plant-based diets high in fibres and 
proteins create healthy microbiomes. 


By the same token, eating processed 
foods that are high in sugar, salt, fat 
and additives affects the microbiome 


There is still much to learn about the 
microbiome’s role and development 
during the early years. For example, 
little is known about the gut microbiota 
of children in the first two years 

of life in low- and middle-income 
countries. More research is needed 
also on links between mothers’ 
microbiomes during pregnancy and 
childbirth and infant stunting.”° 


BOX 3.3 | Additives 


In the United States, an estimated 10,000 chemicals 
are allowed in food and its packaging, yet considerable 
knowledge gaps exist on the safety of these chemicals. 
The American Academy of Pediatrics (AAP) released 
a policy statement in 2018 asking for reforms to how 
food additives are regulated. It highlighted concerns 
over bisphenol A (BPA), phthalates, perfluoroalkyl 
substances, perchlorate, artificial food colours and 
nitrates/nitrites, given their links to endocrine 
disruption, attention-deficit hyperactivity disorder 


(ADHD), and chronic conditions such as cancer, type 
2 diabetes and obesity. 


In addition to better testing, closing data gaps and 
labelling additives, the AAP also recommend reducing 
exposure by eating more fresh or frozen fruits and 
vegetables, avoiding processed meats, handwashing 
with soap before handling food, washing fruits 
and vegetables, and avoiding putting plastic in a 
microwave or dishwasher.'° i 


03 | MALNUTRITION IN A CHANGING WORLD » 101 


BOX 3.4 | Epigenetics 


Epigenetics is the study of changes in organisms brought 
about by modifications in gene expression. It isa change 
in phenotype (observable physical and biochemical traits) 
without a change to genotype (the inherited genetic 
composition of a cell, i.e. DNA). In other words, a person’s 
environment or lifestyle can change which genes in 
their DNA sequence are expressed or not expressed, 
and that change can be passed down to their children. 


For example, maternal micronutrient deficiencies can 
alter foetal metabolism and organ development, resulting 


Intergenerational cycles 
of malnutrition 


A mother's health and nutritional 

status is key to determining that of her 
child (see Chapter 2). Both maternal 
undernutrition and maternal overweight 
affect children’s development, including 
that of their metabolism, “fueling an 
intergenerational cycle of malnutrition.””' 
Much more research is needed on the 
complex impacts of maternal — and 
paternal — nutrition on children, especially 
in emerging areas such as epigenetics. 


Amid growing global rates of obesity, 
increasing attention is being paid to the 
negative effects of maternal overweight 
and diabetes on health and nutrition 
outcomes for the mother herself and 

for her child and future generations.” 
Today, maternal overweight?> is the most 
common risk factor of pregnancy.” 


The association between maternal 
overweight and a child's risk of metabolic 
disease is remarkably strong across the 
life course. Studies from around the world 


type 2 diabetes.?? 


forms of disease.?? & 


have shown an association between 
maternal overweight and overweight in 
the next generation at the ages of 21, 32 
and even — according to the Helsinki Birth 
Cohort Study — 62. That same study also 
found links between maternal overweight 
and children’s physical and psychosocial 
functioning in late adulthood. 77 28 


At the same time, examples of rapid 
improvements in tackling undernutrition 
— from Japan, South Korea and more 
recently Brazil? and Peru’? —- show 

that nutritional status can dramatically 


improve even within a single generation. 


A 2013 study of children in their first 
two years from Brazil, Ghana, India, 
Norway, Oman and the United States 
also concluded that, with adequate 
care and nutrition, children of parents 
who experienced adverse nutritional 
conditions can still attain optimum 
height.*' To ensure that happens, 
women and girls — and especially 
adolescent mothers — need support 
and guidance on nutrition before 
pregnancy, for their own well-being 
and so as not to miss the window of 
opportunity of the first 1,000 days. 


How does this happen? Put 
undernourished mother ‘expects’ a low-nutrient 
world. However, fed a diet 
in nutrients), the child beco 


in epigenetic changes in the child. This epigenetic 
adaptation puts children at increased risk of childhood 
overweight or obesity, and chronic diseases in adulthood, 
including obesity, coronary 


heart disease, stroke and 


simply, the baby of an 


high in calories (and low 
mes predisposed to some 


Both maternal 
undernutrition and 
overweight fuel the 
intergenerational 
cycle of malnutrition 
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SPECIAL SECTION 


Girls and women need stronger 


support for better nutrition 
[SS ee 


As primary caregivers, women play a pivotal - if not the most crucial - role 
in whether children are eating well, yet far too many women are excluded 
from decision-making. They face early marriage and early pregnancy as girls, 
intrahousehold discrimination and domestic violence, restrictions to their 
education and employment opportunities, and gender-biased laws that limit their 
access to land and financing. What is more, far too many girls and women struggle 


with malnutrition themselves. 


Poor diets are amplifying gender imbalances by 
reducing learning potential, increasing reproduc- 
tive and maternal health risks and lowering pro- 
ductivity. These impacts are perpetuating inter- 
generational cycles of malnutrition and inequity: 
the children of malnourished mothers are more 
likely to suffer stunting, cognitive impairments, 
weakened immunity and a higher risk of disease 
and death. 


Adolescent girls are especially vulnerable to mal- 
nutrition because they are experiencing their fast- 
est physical growth since the first years of life. 
With menstruation, their bodies require more 
iron. Adolescent pregnancy — a major contributor 
to maternal and child mortality — presents par- 
ticular risks because girls’ bodies have not fin- 
ished growing and the foetus might compete for 
nutrients. 


Women are more vulnerable to micronutrient 
deficiencies, particularly iron deficiency anaemia. 
This unmet nutritional need for iron is linked to 
the greater likelihood of being poor, and lacking 
power and access to resources. Malnourished 
mothers confront major risks. These include a 
compromised immune system, greater risk of 
dying in childbirth, lower productivity and capacity 
to generate income, and greater difficulty in 
caring for their families. 


When girls and women are denied the right to 
food, nutrition and health, children, households, 
communities and economies suffer. Converse- 
ly, when they are empowered to achieve higher 
levels of education, control more income, bring 
assets home and to make decisions, nutrition 
improves and everyone benefits, setting a virtual 
cycle in motion. 


Women face a disproportionate work burden. 
While more likely than men to work as unpaid 
family labourers or in the informal sector, they 
also make up nearly 40 per cent of the world’s 
formal labour force." Yet, almost everywhere, 
mothers remain responsible for most child 
feeding and care. 


As mothers increasingly take on new roles — 
as entrepreneurs, academics and community 
leaders, for example — many grapple with time 
poverty. The time and energy demands of 
multiple roles can make for a stressful, if not 
impossible, challenge to feed their children, and 
themselves, well. Without the support of their 
partner or family network — and without access to 
affordable, healthy foods — they may rely on the 
convenience of processed foods or fast foods. 


Along the same lines, without the right workplace 
practices or national policies in place, mothers 


Chantal, a tea plucker on the Rutsiro Tea Plantation in Rwanda, has four children. Before the plantation’s early childhood development centre was built, 
Chantal would carry her daughter, Umuhoza, now 3, on her back all day when she worked. "It was very uncomfortable to pluck tea while carrying our 
children. We were also very unproductive because we had to stop and breastfeed and care for our children. We knew we were not giving them the best 
opportunities, but we had no choice. After the centre was built, we had more time. Our children are now doing well and we are more productive." In 2017, 
UNICEF Rwanda partnered with the National Agricultural Export Development Board to help tea plantations and factories be more family-friendly work 
environments. This includes advocating for paid maternity leave and breastfeeding breaks, flexible working hours for new parents and affordable child care 
options. © UNICEF/UN0308986/Rudakubana 


might not be able to exclusively breastfeed 
or continue breastfeeding. Despite three ILO 
Conventions on Maternity Protection — the first 
was 100 years ago — most countries have made 
only slow progress in adopting policies to support 
breastfeeding. 


To address this requires raising women’s social 
status, autonomy and decision-making power. It 
requires enabling girls to stay in school longer to 
achieve better livelihoods and independence. It also 
requires investing in adolescent girls’ and women’s 
nutrition and health, with a particular focus on the 
pre-pregnancy, pregnancy and lactation periods. 


To make the right nutrition decisions, women and 
mothers need adequate information, counselling, 
support and access to nutritious, safe, affordable 
and sustainable foods. They need maternity 
protection policies so that workplaces support 
exclusive and continued breastfeeding, and enough 
paid parental leave. A recent study recommends a 
minimum of six months’ paid leave to ensure the 
best outcomes for mothers and children (this aligns 
with the WHO recommended duration for exclusive 
breastfeeding)."° Gender-equitable parental leave 
policies that encourage fathers to use leave are 
also associated with reduced family stress, more 
involved parenting and more stable relationships. 
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77 per cent of 
processed food 
sales worldwide are 
controlled by just 
100 large firms 


Globalization 


Globalization — the flow of goods, 
technologies, information, capital and 
more across country borders — has 
overtaken food systems. It has changed 
everything from the harvesting of 

crops to the way food is displayed in 

a supermarket to what children eat. 


On the one hand, families who can afford 
it have access to a greater availability 

and diversity of food — quinoa, kimchi 

or year-round strawberries. On the 

other hand, with the expansion of 
ultra-processed and fast foods and the 
impact of marketing, multinational and 
transnational corporations are making it 
increasingly hard for children to eat well. 


The rise of supermarkets, convenience 
stores and fast-food chains around the 
world reflects changes in both consumer 
demand and the supply of low-nutrient 
foods to consumers, including children 
and their caregivers. A quarter of a 
century ago, food supplies tended 

to be under the control of national 
governments, which focused heavily 


on food security. However, from the 
mid-1990s, food was included in world 
trade agreements. The result is that 
food systems are now exposed to 
business forces that have changed the 
availability, price and marketing of foods. 


While there are millions of farmers, 
food producers and consumers, 
there are only a few large processors 
and marketers: 77 per cent of 
processed food sales worldwide are 
controlled by just 100 large firms.” 


As the High Level Panel of Experts on 
Food Security and Nutrition points out 
in its 2017 report, “The progressive 
concentration of much of the economic 
power in the hands of transnational food 
corporations over the past decades 

has limited the domestic policy space 
and political power of local and national 
governments. In turn, this has reduced 
governments’ ability to protect and 
promote the right to adequate food 

of their people.” The same report 
highlights that “those most impacted by 
inequitable, dysfunctional food systems 
and unhealthy food environments include 


BOX 3.5 | Ultra-processed foods 


Processing o 


f food is not in and of itself undesirable. 


Many popular, traditional and nutritious foods are 


‘processed’ - 


think of drying wheat or fruit or making 


yoghurt. However, not all food processing is the same, 
and nutrition specialists typically make a distinction 


between ‘processed’ and ‘ultra-processed’ foods. The 
latter have been defined as “industrial formulations’*6 


containing 


substances extracted from whole foods, for example 
“hydrogenated oils and fats, flours and starches, 
variants of sugar, and cheap parts or remnants of 
animal foods usually with little nutritional value 


compared to 


ittle or no whole foods, but rather 


the original whole food.”3? These foods 


are energy dense, high in fat, sugar and sodium, and 


ow i 


their 


n 


Avoid 


n fibre and micronutrients - think of burgers, 
nuggets, cookies and sugary drinks. 


ing ultra-processed foods is not easy; nor are 
they designed for moderate consumption. Thanks to 
high levels of fat, sugar, salt and other flavours, 
many ultra-processed foods taste delicious and feel 
satisfying in the mouth. Also, taking into account 
their heavy marketing - often aimed at children (see 
Chapter 4) - and wide availability, it is easy to see why 
uch ultra-processed items displace fresh or minimally 


processed foods. ™ 


low-income consumers, the rural and 
urban poor, smallholder and subsistence 
farmers and indigenous peoples.”** 


On the demand side, economic and 
climate forces are moving people to 
urban areas where lifestyle, socio- 

cultural pressures and marketing are 


changing diets (see ‘Urbanization’ below). 


The increasing availability and growing 
market share of ultra-processed foods, 
for example, presents a tremendous loss 
for traditional food markets, small-scale 
farmers and rural populations who can’t 
compete with the big businesses or 
supermarket chains. In some cases, this 
is pushing rural families to move to urban 
areas in search of better livelihoods. 


For some children, this means greater 
access to education, healthcare services 


TT | 
ly 
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and diverse foods. For others, urban life 
means dietary threats (greater exposure 
to fats, sugars, salt, etc.), sedentarism, 
environmental pollution and unsanitary 
or overcrowded living conditions. 


Ultra-processed foods are at the heart 
of the globalization of food markets. As 
markets in high-income countries have 
matured, global or transnational food and 
beverage businesses have increasingly 
sought out new markets in low- and 
middle-income countries, including 
sub-Saharan Africa, which represents 

an “amazing opportunity”, as the head 
of one fast-food business has said.*® 


Many of these businesses focus on ultra- 
processed food items because their low 
production cost, long shelf-life and high 
retail value make them highly profitable. 


A street lined with market stalls in 
Freetown, Sierra Leone. 
© UNICEF/UN072187/Phelps 
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The lack of public 
spaces drives 
adolescents to 
meet at fast-food 
chains instead 


As a result, such foods are now almost 
ubiquitous, and found even in remote areas 
of Ethiopia and Nepal, where a choice 

of vegetables, fruits and fish is not.%* 


Some experts have argued that because 
the distribution chains of transnational 
food companies now reach so far into 
rural areas, urbanization is no longer 

the main factor in determining whether 
or not people, including children, 

have access to unhealthy foods.°? 


A recent global analysis of trends in mean 
body mass index (BMI) segregated by 
rural and urban areas from 1985 to 2017 
found that in low- and middle-income 
regions (and with the exception of women 
in sub-Saharan Africa), adult BMI is 
increasing at the same rate or faster in 
rural areas than in cities. The authors cite 
the possible reasons as less energy spent 
on daily work and domestic chores, and, 
with increased incomes and a widening 
availability of food products high in fat, 
salt or sugar, increased consumption of 
low-quality calories*° — in short, what has 
been called “the urbanization of rural life." 


Urbanization 


Since the mid-20th century, the share 
of the world's population living in 
cities has risen from 30 per cent to 
more than half. Urban dwelling is only 
set to grow, significantly affecting 
children and young people. In 2009, 
around half the world’s adolescents 
lived in cities; by 2050, that proportion 
is forecast to rise to 70 per cent.*? 


A common narrative is that dietary 
changes are happening first in urban 
areas, as are the consequent nutritional 
outcomes and increase in NCDs.** One 


reason for this is the change in lifestyle 
and environment. Compared to those 

in rural areas, urban residents rely less 
on starchy carbohydrates and tend to 
consume more meat and other proteins, 
more fruits and vegetables (among 
richer households), more food outside 
the home, and more ultra-processed 
foods.“ The result is a higher prevalence 
of overweight and obesity among city 
dwellers. From Sri Lanka to India, from 
China to Benin, urbanization is also 
associated with high rates of diabetes, 
hypertension and cardiovascular disease.*° 


City life accounts for some of these 
trends: more sedentary jobs, less 
time and energy spent on domestic 
chores and greater use of public 
transport to get around, which can 
mean reduced physical activity. 


For children living in cities, spaces for 
outdoor play might be hard to find or 
unsafe. This is important because children 
who get more exercise are less likely to 
be obese,’* not only because exercise 
burns calories, but also because it 
changes how the body processes glucose 
and also likely benefits mental health and 
helps combat depression. The lack of 
public spaces for children to play or for 
adolescents to convene also drives them 
to meet at fast-food chains instead. 


Buying food 


Families living in cities typically buy their 
food, so income is a key factor in what 
they eat. They are more likely to buy 

their food from large retailers, such as 
supermarkets, and much of it is packaged 
and processed or ultra-processed.”” 
Research from Kenya shows that people 
shopping in supermarkets buy fewer 
unprocessed staples (fresh fruits and 
vegetables, etc.) and more processed 
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SPOTLIGHT 


Child nutrition in poor urban areas of Kuala Lumpur 


ar cer 


In the low-cost flats of Kuala Lumpur, Rohana, Noor and 
Siti Fatimah are three mothers with a common struggle: 
providing their children with a nutritious diet. During a 
focus group discussion held for the SOWC report, they 
shared their main challenges. 


Malaysia bears a significant double burden of malnutri- 
tion: while 20.7 per cent of children under five suffer from 
stunting and 11.5 per cent from wasting, 12.7 per cent of 
children (5-19-year-olds) are obese."® This reality is more 
complex in poor urban areas, where malnutrition rates 
tend to be higher than the national average." 


Affordability is a common problem. While all three mothers 
understand the importance of eating nutritious food, cost 
constraints determine what they can feed their children, 
regardless of its nutritional value. The cheapest and most 
typical meal consists of fried eggs, rice and soy sauce. 
Noor, mother of four explained, “I do not think about that 
thing [healthy and balanced food)]. Others are eating fish, 
but | am able to provide only rice. | know it’s not good, but 
that’s all | can provide.” 


Poor-quality diets are both physically damaging and 
psychologically distressing. One mother said that she 
might only have the chance to serve chicken once a 


Siti Fatimah peels boils eggs to put in curry at her home in Desa Rejang, Setapak, Kuala Lumpur. © UNICEF/Zahri 2019 
A, GR SE a 7 , 


year. Another mother acknowledged that eggs are easy 
to obtain, but one of her children is allergic to them, 
so she is obliged to find alternatives. A third mother 
received a report that her child attempted self-harm 
because the child was not able to eat at a famous fast- 
food chain. 


Meal frequency is also a major concern. Sometimes, they 
must purchase their groceries on credit at the nearby 
shop. Noor and Siti Fatimah explained that they ration the 
food among their children throughout the day. Otherwise, 
they will finish the food too quickly. 


Balancing work and household activities is also an im- 
portant issue. While two of the three mothers were able 
to achieve flexible working arrangements with their em- 
ployers, Noor has to take her infant with her to work. This 
slows her down and impedes her work performance, ulti- 
mately affecting her income. 


All three mothers expressed a strong desire to escape 
poverty. To develop her business, Rohana explained, she 
would benefit from policies that provide support to single 
mothers. Noor and Siti Fatimah agreed. With access to 
start-up capital, they too would like to open a business of 
their own. 
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Television 
commercials for 
snacks and 
sugary drinks 
target children 


and ultra-processed food items.” 

This is also seen in Thailand, where 
supermarket shopping is associated with 
consumption of soft drinks, snack foods, 
processed meats and instant foods.*? 


Children and caregivers in cities also 
experience more exposure to the 
marketing of processed foods, which 
can influence food choices.*° Such 
marketing is seen in public city spaces — 
including near schools — and in television 
commercials for snacks and sugary 
drinks, for example, that target children. 


For the urban poor, such as those living 
in slums, eating well proves even more 
challenging as access to nutritious 

foods narrows. Many rely heavily on 
street food, which is often high in fat 
and salt. Street food accounts for about 
a quarter of household food spending 

in low- and middle-income countries.*" 
Food-insecure households in urban 
areas of Malawi, for instance, were more 
likely to consume processed foods from 
street vendors. One study concluded 
that “Food insecure urban residents may 
be especially vulnerable to poor health 
outcomes associated with both poor 
access to nutrient-dense foods and diets 
high in refined and processed foods."®? 


Cities are taking action to address these 
challenges. As of July 2019, 198 cities 
around the world signed the Milan 
Urban Food Policy Pact with the aim to 
“develop sustainable food systems that 
are inclusive, resilient, safe and diverse, 
that provide healthy and affordable 

food to all people”.° The NOURISHING 
Framework also brings together policy 
action across food environments, food 
systems and behaviour change. From 
Curitiba,5* Amsterdam, Daegu and Dakar 
to London,® city-level action includes 
improving access to healthy foods for 


poor households, introducing school- 
based advocacy and learning, urban 
farming, and enforcing restrictions on 
the marketing of unhealthy foods. 


Access to healthy food 


Not everyone has access to healthy 
foods. For families in rural and remote 
areas, or areas with poor infrastructure, 
imited physical access to healthy 

food outlets can be compounded by 
issues around access to farmland 

as well as climate and seasonal 
fluctuations, which can threaten 

food security and diet diversity. 


In our increasingly urbanized world, 
families in cities also face major 
challenges in finding healthy foods. 
Many live in ‘food deserts’ — mostly 
urban neighbourhoods where residents 
have little or no access to healthy food 
markets.°” In these communities, people 
may buy food from fast-food outlets and 
unexpected places such as petrol (gas) 
stations, barber shops, gyms, discount 
stores, hardware stores, local general 
shops and laundromats.® The abundance 
of high-calorie, low-nutrient, processed 
foods in these areas has also led to the 
more descriptive term ‘food swamp.’ 


Because they offer an abundance of 
nutrient-poor, ultra-processed, fatty and 
sugar-sweetened foods (and limited 

or no options for healthy food), food 
deserts and swamps are by their nature 
obesogenic environments and have been 
found to strongly predict obesity rates. 
&' The high prevalence of food deserts in 
low-income, minority and underserved 
neighbourhoods® also means that the 
already vulnerable and disadvantaged 
children living in these areas face 
increased risks of suffering overweight, 
obesity and the lifelong burden of NCDs. 


SPOTLIGHT 
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Childhood obesity: An urgent concern for China 


Amid rapid economic growth and 
urbanization, China has experienced 
a remarkable shift in malnutrition 
since 1985. While the rate of stunting 
among school children declined from 
16 per cent in 1985 to 2 per cent in 
2014, rates of overweight and obesity 
increased from 1 to 20 per cent.® 


China is now home to one of the 
largest groups of obese children 
worldwide.®? In 2015, the Global 
Burden of Disease reported over 15 
million obese children (aged 2-19) in 
China.” The Chinese Center for Dis- 
ease Control and Prevention put the 
total population of both overweight 
and obese at 120 million in 2012.” 


Boys are at greater risk of suffering 
overweight and obesity than girls:” 
21 versus 12 per cent, according to a 
2018 study among 9-11-year-olds.” 
Overweight and obesity are also more 
prevalent in wealthy households,” ” 77 
and rates are significantly higher among 
schoolchildren in urban areas, although 
this disparity is narrowing and has even 
converged in some affluent areas.’® 
Overall, the children at greatest risk of 
being overweight or obese are only-sons 
from wealthy, urban households. 


Why is this happening? 


Many factors have led to the rise in 
overweight in China. Rapid economic 
development, urbanization and tech- 
nological advancement have brought 
changes in lifestyle and behaviour. 
These are evident in decreased phys- 
ical activity among children, togeth- 
er with a shift in diet away from the 
traditional cuisine that is rich in plant 
foods and grains prepared at home, 
to a modern diet high in meat, sugar 
and fried foods, and often consumed 
in snacks or away from home.®° ® 
Consumption of sugar-sweetened 
beverages (SSB) also plays a role.® 


Decreased physical activity — without 
decreased food intake — puts chil- 
dren at risk of overweight. In 2006, 
the Chinese Government launched 
a national programme, Hundreds 
of Millions of Teenagers Sunshine 
Sports, which aims to provide 85 
per cent of schoolchildren with 
more opportunities for exercise and 
physical activity. In line with the 
WHO recommendation of at least 60 
minutes of moderate-to-vigorous 
physical activity each day,® physical 
education was added as one of four 


components of a students’ ‘all-round’ 
development. 


However, a 2010 analysis of students 
aged 9-18 years old showed that only 
23 per cent were meeting the WHO 
recommendation. Physical activity 
was lowest among children with a 
heavy homework burden,® possibly 
reflecting a traditional idea in Chinese 
culture that ‘to be a scholar is to be 
the top of society’.8 This means that 
children routinely sacrifice play in 
favour of academic study. 


Another cultural idea at play is the 
tendency to perceive plumpness as 
a symbol of wealth, high social sta- 
tus and good health. Providing food 
is a family’s top priority and children 
are likely to be overfed, especially in 
families where grandparents play a 
major role as caregivers.®” 


In response to the alarming rates 
of overweight and obesity among 
children in China, China Central 
Government has emphasized the 
urgent need for interventions and 
actions in their National Nutrition 
Plan (2017-2030) and Healthy China 
Action (2019-2030). ™ 


FIGURE 3.1 | Prevalence of stunting, thinness and overweight among children (7-18 years old) in China, 1985-2014’ 
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Although food deserts and swamps have 
typically been identified in high-income 
countries, they are increasingly found 

in low- and middle-income countries 
experiencing rapid urbanization and food- 
systems transformation. For example, 

in urban parts of Brazil, Honduras, 

Peru® and South Africa, food deserts 
are seen in communities facing a high 
degree of poverty, and racial, ethnic 

and income inequality. In Mexico, 
where obesity prevalence ranks among 
the highest globally, food swamps are 

a bigger problem than deserts.® 


Growing up in a food desert has serious 
implications for a child's nutrition and 
well-being. First, if families have less 
access to fruits and vegetables, young 


children may have no choice but to eat 
diets lacking in diversity during a period 
of critical development. Second, as 


children grow, they develop lifelong eating 


habits. This means that even if access 
to healthy food improves, diets may 
not: in the United States, for example, 
the opening of a new grocery Store in 
a Philadelphia food desert increased 
awareness, but did not alter dietary 
intake or obesity in the community.® 


In countries such as South Africa, 
Botswana and Zimbabwe, the urban 
dynamics are very different, with large 
numbers of highly mobile residents 

as well as informal economies and 
prominent gender disparities. Yet while 
the dynamics differ, evidence supports 


BOX 3.6 | Food prices and nutrition 


A recent study of global food prices indicates that healthy, 
nutrient-dense foods, especially animal-source food (ASF) 
and fortified infant cereals, are much more expensive (on 
a per-calorie basis) than starchy staples and unhealthy 
processed foods in low-income countries. 


This global study, led by the International Food Policy 
Research Institute, set out to discover how relative prices 
differ across countries and regions, and whether these 
differences explain child feeding practices and stunting 
prevalence. 


The study compared the relative caloric price of a wide 
range of healthy and unhealthy foods to the caloric cost of 
the cheapest staple food in each country (e.g. rice, wheat, 
cassava or maize). For example, a relative caloric price of 
5 for eggs implies that it costs five times more to obtain 
a calorie from an egg than to obtain a calorie from rice. 


In high-income countries, ASFs are relatively cheap, at only 
one to four times more expensive than starchy staples. By 
contrast, in low-income regions of Asia and sub-Saharan 


Africa, which have the highest rate of stunting, ASFs can 
be very expensive. In sub-Saharan Africa, calories from 
eggs, milk and fortified infant cereals are around nine to 
ten times more expensive than starchy staples. 


The study findings indicate that countries with higher 
relative prices of ASF and fortified infant cereals have much 
lower consumption of those foods by infants and young 
children, and much higher stunting rates. This suggests 
that improving the affordability of these foods is a key 
pathway to addressing the global burden of undernutrition. 


The study also sheds light on why obesity rates increase 
with national income. Oils/fats and sugar are very cheap 
in all regions. However, sugar- and fat-rich processed 
foods are often expensive in low-income countries, but 
their prices decline rapidly as countries reach middle- 
and upper-income levels. Unhealthy processed foods are 
also cheaper sources of calories than healthy foods in 
many poor countries, which may explain the dual-burden 
phenomenon of rising obesity in the midst of persistent 
undernutrition.®' & 


a similar conclusion: the mere presence 
of a supermarket may be insufficient to 
improve nutrition if other aspects of the 
food environment are not adequate.” 


Cost 


Cost is a contentious issue. There is 
debate, for example, over whether healthy 
foods are more expensive than unhealthy 
foods — healthy foods can cost less in 
purely price terms, but that advantage 

can be outweighed by things such as the 
time costs of preparing food from scratch. 


Despite this, it’s clear that cost is a real 
obstacle that prevents many families 
from eating a diverse range of nutrient- 
dense foods. This is especially true 

for the poorest families, who have to 
spend a bigger share of their income on 
food. In the Democratic Republic of the 
Congo, for example, research shows 
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A girl crosses a puddle on 

a flooded road in Maputo, 
Mozambique. Yvonne, whose 
home is pictured here, lives 
with fourteen family members 
and makes a living selling 
vegetables from the stall. 

© UNICEF/UN0139437/Prinsloo 


that the cost of nutrient-dense foods 
is a significant barrier to diversifying 
young children’s diets,®° while in 
Ghana, foods rated as healthiest by 
caregivers are generally also rated the 
least accessible due to their cost.® In 
the United States, higher costs (both 
in terms of price and preparation time) 
and less access to healthy foods in the 
neighbourhood help drive differences 
between richer and poorer families’ 
consumption of fruit and vegetables.°° 


Overall, poorer families tend to select 
low-quality food that costs less. This 
might suggest that as incomes rise, 
families eat better. Unfortunately, this is 
not always the case. Research shows 
that when families — urban or rural — 
spend more money on food, it is for 
both healthy and unhealthy foods,® and 
that a rise in income produces increased 
spending on convenience foods.** 
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The impacts of 
climate shocks fall 
heaviest on the 
poorest families, 
who are both the 
worst affected and 
least able to cope 


There may be several explanations for 
this counter-intuitive result.°° Factors 
beyond affordability and price — such as 
convenience, exposure to marketing, 
physical access to healthy food, level 

of nutritional knowledge and cultural 
factors - may make obesogenic foods 
more desirable. Also, if women do not 
control the additional income, It may not 
be directed to the needs of the family 

or child. Alternatively, other underlying 
determinants of child malnutrition — such 
as food safety — may remain unchanged. 


As food systems continue to transform, 
increasing income alone will not be 
enough to address today’s triple 

burden of malnutrition. Knowledge 
constraints, gender inequities, unfair 
marketing practices and other elements 
of the food environment and food 
supply — together with finding ways 

to reduce the cost of healthy foods 

— will all need to be addressed. 


Climate shocks 


Children disproportionately suffer the 
impacts of climate change and environment 
degradation. In the immediate aftermath of 
a flood or typhoon, for example, children 
are the most at-risk group for waterborne 
diseases, such as those accompanied 

by diarrhoea, and which heighten their 
risks of malnutrition and death. 


Sustained undernutrition and loss of 
agricultural productivity, together with 
families’ livelihoods, also threaten children’s 
growth, development and learning, and can 
lead to ‘distress migration’.°° These impacts 
fall heaviest on children from the poorest 
families, who are both the worst affected 
and least able to cope.” The cumulative 
effects of prolonged or recurrent climate- 


related disasters and variability are 
often passed to the next generation of 
children, perpetuating and deepening 
cycles of intergenerational inequality. 


Floods, storms, drought and extreme 
heat around the world have collectively 
doubled in number since 1990, with 
devastating results.°° New crises, 
floods and drought have resulted in 

an increase of 11 per cent in people 
facing food insecurity since 2016.°° 


Climate-related disasters cause severe 
food crises: drought is responsible for 
80 per cent of damage and losses in 
agriculture,’ dramatically altering what 
food is available to children and families, 
as well as its quality and price. This is 
true in both rural areas — for small-scale 
food producers, agricultural labourers and 
families who buy their food — and urban 
areas, where resulting food price hikes 
determine what food is accessible. 


Impacts of food production on the 
environment and on children 


Industrial food production plays a 
major role in the environmental effects 
of climate change and environmental 
degradation because of its tremendous 
ecological footprint and contribution 

to emissions and pollution. In addition, 
the heavy use of fresh water, fertilizers 
and pesticides also presents risks to 
children’s nutrition and well-being. 


Greenhouse gas emissions 


Food systems account for up to 
one-third of greenhouse gas (GHG) 
emissions globally, according to a 2012 
study.'" For example, the increasing 
production of meat is one of the largest 
sources of methane." If current trends 
towards meat-heavy diets continue, 
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SPOTLIGHT 


Climate change threatens child nutrition in Bangladesh 


Over 19 million children spread across Bangladesh are at 
the frontline of climate change disasters, a quarter of them 
under 5 years old. Floods and riverbank erosion are driving 
families to city slums, where they face overcrowding and a 
lack of access to healthy food, education, adequate health 
services, sanitation and safe water. In slums, children must 
often fend for themselves and are at greater risk of malnu- 
trition, child labour, child marriage and exposure to pollu- 
tion, violence and abuse. 


Extreme climatic events such as drought and flash floods 
cause severe agricultural losses. In a country where over 60 
per cent of the population depend on agriculture for their 
livelinood, this means that children from the poorest fami- 
lies are most likely to go hungry. Reductions in production 
also lead to an increase in food prices, hitting the poorest 
families hardest. 


A rise in communicable and non-communicable diseases 
linked to changing climate conditions and unplanned urban- 
ization also threaten children and their families. These in- 
clude hepatitis A, cholera, dysentery, typhoid, dengue and 
chikungunya fever.'” 


Ruma, her husband, Ali Akbar, and their two children, 
Sunjida, 3, and Shahaun, 9, moved to the Chalantika slum 
of Dhaka after their home was repeated flooded by the 
Meghna River. “At least we can stand on dry ground here 
even if we struggle with the cost of living,” Ruma says. 


“My husband earns about 7,000 Taka [US$83] a month. By 
the time we have paid our rent and bought our groceries, 
there is very little left over. But at least we are able to earn 
here, which we often weren't able to do when we lived in 
the countryside.” 


Ruma shares a small kitchen — a few planks of wood atop 
bamboo poles set in a swamp — with at least 10 other 
families. While they initially used butane gas, this proved 
impossible to share equitably. Wood is now preferred, fur- 
ther worsening the slum’s air quality. Her family eats rice 
and lentils most days, she says, and can occasionally af- 
ford meat or fish. Her son, Shahaun, is showing signs of 
malnourishment. 


In addition to the arduous challenge of trying to provide 
her family with healthy food, Ruma describes an unhealthy 
environment with no access to safe water, basic toilets or 
adequate hygiene. Electricity in the slum is irregular, and 
rodents and insects in their single room “make our lives an 
absolute misery,” she says. 


The Government of Bangladesh will begin the second 
phase of its Climate Change Strategy and Action Plan this 
year, placing greater emphasis on the needs of the poor- 
est and most vulnerable, and demanding more attention 
and resources to ensure that child nutrition, health, edu- 
cation, sanitation and water, and social protection services 
are shielded from the effects of climate change. 


A child wades through flood waters on her way to school in Kurigram district, Bangladesh. © UNICEF/UN0286416/Akash 
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A chemical 
pesticide is up 
to 10 times more 
toxic to a child 
than to an adult 


the environmental impacts of food 
production on GHG emissions are 
estimated to increase by 87 per cent.'° 


To benefit both people and the planet, 
the EAT-Lancet Commission recently 
proposed a dietary shift that doubles the 
consumption of healthy foods such as 
fruits, vegetables, legumes and nuts, and 
halves that of less healthy foods such as 
red meat and added sugar. The authors 
note that given the unique dietary needs 
of children, including for high-quality 
protein, this “universal healthy reference 
diet” is for children aged 2 and above." 


Food production also demands significant 
use of fresh water, with water scarcity 
already affecting children in every 
continent.'°° Further, fertilizers put 
aquatic systems at risk of contamination, 
and pesticides pose direct risks to 
children.'°°|In addition to ingesting food 
with pesticide residue, many children 
are exposed to pesticides while 
working in agriculture, which accounts 
for 71 per cent of child labour.’ 


Pre-natal exposure to pesticides can 
increase the risk of foetal death and birth 
defects, while exposure in childhood 

can disrupt the endocrine system, cause 
cancer and delay neurodevelopment. A 
chemical pesticide is up to 10 times more 
toxic to a child than to an adult, and acute 
poisoning usually results in death.’ 


Biodiversity loss 


Together with climate change and 
pollution, food production is also 
implicated in the loss of biodiversity. A 
recent UN report sounded the alarm on 
the scale of the problem: nearly 1 million 
species are threatened with extinction 
due to human activities." Changes in 
land and water use — for example, clearing 


forests for large-scale crop or livestock 
production systems — is recognized as 
a major driver of biodiversity loss."° 


Biodiversity is not only essential for 
healthy ecosystems; it also directly affects 
food security and nutrition." Children’s 
dietary diversity is also at stake." With 
less diversity in crop production, diets 

are becoming increasingly homogenous 
around the world (see Chapter 1)."° 

Just three crops — rice, wheat and 

maize — now make up nearly two- 

thirds of the global caloric intake." 


Without improvements to today’s dietary 
patterns and food production, children, 
their families and future generations are 
likely to face greater risk of food insecurity 
and malnutrition brought on by climate 
shocks and environmental degradation. 


Conclusion 


The causes of child malnutrition are 
more complex and far-reaching today 
than they were in 1990. Sweeping 
changes, seen in globalization, unplanned 
urbanization and climate change, are 
exacerbating already unfair outcomes for 
the poorest and most excluded children 
and their families. Worldwide crises 
threaten to halt or reverse progress 

in reducing child undernutrition. 


At the same time, there is greater 
acknowledgement that the exclusion 
of certain groups from essential foods, 
services, resources and decision- 
making is unfair and avoidable — and 
that children are paying the price. 


Researchers, experts and practitioners 
also recognize and are expanding the 
evidence-base on the causes and risks 


of malnutrition being passed from one 
generation to the next. This knowledge 
and attention have the potential to make 
interventions more effective and to drive 
action. Even so, more is needed in research 
and practice to fully understand the 
particular circumstances of children from 
different population groups. For example, 
few empirical studies exist on aspects 
beyond poverty and gender. For a larger, 
more sustainable impact, practitioners will 
need to pay explicit attention to addressing 
marginalization and gender inequities that 
underpin disparities in the longer term. 


If food systems are to transform and 
deliver better diets for children, the 
broader forces that affect children’s 
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diets, growth and development — 
resources, governance and norms — 
will also require more attention (see 
Chapter 4). They can be broken down, 
examined and understood. Such 
analysis reveals power structures in 
food systems and where power is 
exerted, which allows the nutrition 
community and the public to leverage 
and exploit spaces for change. 


Such change is already happening in 
many countries (see Chapter 4). With 
greater coordination and implementation 
of policies and programmes across 

the food, health, water and sanitation, 
education and social protection 
systems, it can be transformative. 


A girl carries a bucket of water 
collected from a nearby dry river 
bed in northern Kenya. Turkana is 
one of the districts hardest hit by 
prolonged drought and recurrent 
cholera. © UNICEF/UN0275168/ 
Njuguna 
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UNICEF and its partners treated more than 3.4 million children with severe acute 
malnutrition (SAM) in emergency contexts around the world in 2018. The greatest 
numbers of children were treated in Afghanistan, Chad, the Democratic Republic of the 
Congo, Ethiopia, Nigeria, Niger, Somalia, South Sudan, Sudan and Yemen. Almost 90 per 


cent of the children recovered.!2° 


In Sudan, as of April 2019, 11 of 18 states have global 
acute malnutrition rates above the Integrated Food 
Security emergency threshold of 15 per cent. While 2.4 
million children under 5 suffer from wasting a year, close 
to one third (700,000) of those suffer from SAM, with 
high rates in Eastern Sudan and among South Sudanese 
refugees.” 


Historically, efforts to address nutrition in emergencies 
focused largely on identifying cases of wasting -— a 
visual indication of severe acute malnutrition.'?? 
However, the complexity and protracted nature of 
crises have led to a global recognition that many 
forms of malnutrition occur in emergency settings. 
New evidence shows that these forms can include 
stunting and micronutrient deficiencies.'2 — In 
protracted humanitarian crises, the prevalence of 
stunting is increasing, while rates of wasting continue 
to be high.'* As a result, global nutrition leaders are 
turning to approaches that combine short- and long- 
term solutions to the problems of malnutrition. 


These efforts focus on preventing avoidable deaths and 
promoting growth. UNICEF and its partners conduct 
nutrition assessments, identify and treat children, and 
provide fortified foods and supplements to prevent 
nutrient deficiencies. They also promote breastfeeding 
and provide guidance on feeding infants and young 
children, which can save lives in emergency situations. 


Addressing nutritional needs in complex and protracted 
emergencies involves partnerships around the world 
that work to save lives and provide local and national 
governments with the assistance they need to address 
malnutrition in communities and to develop emergency 
response plans during crises. 


While 86 per cent of international humanitarian 
assistance is distributed in countries experiencing 
long- and medium-term crises, emphasis is increasingly 
placed on resilience planning.’ Between 2005 and 
2017, the average length of crises that received an inter- 
agency funding appeal rose from 4 to 7 years.'26 


Yemen 


In Yemen, home to Moteab and his family, protracted 
conflict, economic crisis and the dismantling of 
essential services, including those for health and water 
and sanitation, turned daily life into a “living hell”.127 
His father’s job, transporting goods in a wheelbarrow, 
provided the family with the bare minimum of food — 
bread for breakfast, vegetables, usually potatoes, for 
lunch and anything left over for dinner. 


By the time Moteab turned 2 years old, the combination 
of poverty and protracted conflict left him in a struggle 
for his life. “He would throw up whatever he ate or 
drank,” his mother said. After seven months of repeated 


illnesses with vomiting, diarrhoea and weight loss, his 
mother was directed to a free health centre in Abs, 
where her son was diagnosed with SAM. 


Moteab is just one of the 400,000 children in Yemen 
who suffered from SAM in 2018. The humanitarian 
crisis is one of the worst in recent history.'2° 


In emergencies around the world, treating children like 
Moteab involves tools and approaches to providing a 
combination of routine medication, therapeutic foods, 
individualized care and links to other social services 
such as for hygiene and sanitation." 


Tsahara holds her son, Moctar, 2, who is suffering from severe acute malnutrition. They have just visited the UNICEF-supported health centre in the village of Sarkin 
Yamma Saboua, Niger, about 6 kilometres from their home village. © UNICEF/UNI122685/Asselin 
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For example, in Yemen, partners employ the Standardized 
Monitoring and Assessment of Relief and Transitions 
(SMART), a methodology that allows for systematic 
collection of reliable information that can be used to make 
decisions and allocate resources to priority needs. 


Community management of acute malnutrition (CMAM) 
is also an important approach for addressing SAM in 
emergencies around the world. In Yemen, by 2018, 
UNICEF and its partners were supporting more than 3,300 
outpatient therapeutic feeding programmes, such as the 
one in Abs where Moteab received treatment.'*' 


Though most children can be treated at home with ready- 
to-use therapeutic foods (RUTF), Moteab’s condition 
required treatment at a stabilization centre in Aslam, 
one of 69 centres for children who experience health 


complications in addition to SAM. However, as fighting 
closed in on the area, Moteab was moved to Sana’a, 
where he and his family were provided with the support 
necessary for treatment in a therapeutic feeding centre at 
a hospital. 


For Moteab, the life-saving nutrition services he needed 
were provided free to his family. They are services that have 
set him on the path to recovery. “I can see improvement 
since his admission to Al-Sabean Hospital,” his mother 
says. “He has been receiving very good healthcare. He 
now finishes the entire feed of the specialized milk that is 
given to him and interacts with people around him.” 


“Lam happy,” she adds, “but | am worried about the other 
children in our district that might reach my son’s situation if 
they do not receive support and care quickly.” 


Niger 


In Niger, where the prevalence of stunting for children 
under 5 is 41 per cent and anaemia is 77 per cent," 
doctors often treat SAM that is linked to preventable 
disease. Dr Abale Laoali at the Intensive Nutritional 
Rehabilitation Centre in Diffa explains, “Throughout 
the country, the children who are severely wasted and 
do not have access to adequate healthcare experience 
higher rates of malarial infections. We've also observed 
that children affected by malaria experience a decrease of 
defences in their immune system. This makes them lose 
their appetite, and to suffer from vomiting, pneumonia 
or severe diarrhoea. At this point, the risk of severe 
malnutrition is very high due to the lack of food, the 
diseases, the poor health and hygiene conditions — and 
displacement.” 


One of Dr Laoali’s patients is 3-month-old Sani, diagnosed 
with SAM, pneumonia, malaria and a congenital heart 


disease. Two years ago, his mother Fatima fled Damasak, 
Nigeria, a town held by Boko Haram, with her three 
children. They have since been continuously displaced. 
During her pregnancy with Sani, Fatina was anaemic 
and suffered food insecurity and high levels of stress. 
After arriving at the temporary site for displaced people 
in Chetimari, Fatima brought Sani to the nearest health 
centre. “The nurses told me that my little baby was in 
danger because, in addition to malnutrition, he had 
contracted malaria and pneumonia,” she says. “He didn't 
tolerate my breastmilk, he didn't have any appetite and he 
vomited a few times. | began to fear for Sani’s life.” 


After 20 days of hospitalization and thanks to the guid- 
ance of healthcare workers and support from partners, 
Sani is breastfeeding again and has regained weight. His 
malaria symptoms are gone and he is breathing without 
the help of an oxygen machine. 
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Sherrie Westin 
President, 

Social Impact and 
Philanthropy, 
Sesame Workshop 


and Raya 
Global Health 
Ambassador 


PERSPECIIVE 


sesame Workshop's Raya teaches children 


healthy habits 


For 50 years, Sesame Workshop has 
focused on a whole-child curriculum — 
not only delivering the academic and 
socio-emotional lessons children need to 
thrive, but also teaching critical skills in 
health and resilience. 


Many children around the world suffer 
from malnutrition, which can be caused 
by a lack of access to healthy food and 
by childhood illness. In fact, malnutrition 
and preventable and treatable illnesses 
such as pneumonia and diarrhoea are the 
leading causes of death for children under 
the age of 5. 


We also know that our characters have a 
great potential to talk to children, model 
behaviours and provide the language to 
talk about tough topics. That’s why we 
created Raya, a special Sesame Street 
Muppet. She's 6 years old, with long braids 
and a beaming smile — and she teaches 
children in 11 countries, and 30 languages 
life-saving lessons about water, sanitation 
and hygiene (WASH) through our WASH 
UP! initiative, in partnership with World 
Vision. 


We've seen encouraging results. 
Independent research conducted with 
support from the Gates Foundation found 
that our programme led to measurable 
improvements in WASH _ knowledge, 
attitudes and behaviours among children 
in Bangladesh, India and Nigeria. Raya 
and WASH UP! continue to inspire tens 


of thousands of children to bring positive 
change to their homes, schools and com- 
munities. 


As our ‘global health ambassador’, Raya 
was the perfect companion to help 
me with this piece. Thanks for chat- 
ting with me today, Raya. | know you 
now a lot about how to stay healthy! 


Raya 

sure do! Like how important it is to 
make sure water is clean before drinking 
it. | tell my friends that one way you can 
get sick is from tiny germs you can’t even 
see. And how we all get germs on our 
hands, so it’s important to wash them for 
20 seconds with soap and water after we 
use the bathroom and before we eat food, 
to scrub those germs away! 


Sherrie 
What about your friends living where 
there is no clean running water? 


Raya 

Lots of my friends around the world do 
not have running water, but they still have 
to wash the germs off. One fun thing we 
make together is called a tippy tap. It’s 
a hand-washing station people can build 
anywhere — they're easy to make and 
use! And if you do have to go to the bath- 
room outside, it’s really important to wear 
sandals or shoes to the latrine to protect 
your feet from germs too, because that's 
another way you can get sick. 


Sherrie 

That's right, Raya. And when children get 
sick, illness can prevent their bodies from 
absorbing the nutrients they need to get 
well, stay healthy and grow properly. That 
can cause something called malnutrition. 


Raya 
So getting sick is the same thing as 
malnutrition? 


Sherrie 

Getting sick is one of many reasons for 
malnutrition. Malnutrition can also mean 
not having enough food to eat, or not 
eating enough of the kinds of nutrient-rich 
foods that help children grow into healthy 
adults. 


Raya 

| think | get it! | have a friend who taught 
me about different kinds of food. You 
know him too! 


Sherrie 
Are you talking about a certain blue, fuzzy 
monster named ... 


Raya 
Cookie Monster! 


Sherrie 

He does know a lot about his favourite 
subject. What did Cookie Monster teach 
you? 
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Raya 

He taught me and my friends on Sesame 
Street about the difference between 
‘sometimes foods’ and ‘anytime foods’. 
Cookies are a ‘sometimes food’, because 
they're something we should eat only 
once in a while as a treat. But an apple 
is an ‘anytime food’ because it’s full of 
vitamins and an important part of a healthy 
diet. | can eat a delicious apple any time! 


Sherrie 

| love that Cookie Monster taught you 
something important about nutrition, and 
you're telling other people like me about 
it. Just like when you show children that 
washing up is easy to learn. Children who 
learn life-saving behaviours from you then 
teach their families. 


Raya 
Right! Healthy habits are contagious! 


Sherrie 

So you're making an important difference 
in the world by helping so many children 
stay healthy. Keep up the great work! 


Raya 
Thanks! | will! 


Sherrie Westin is 
President of Social Impact 
and Philanthropy for 
Sesame Workshop, the 
non-profit educational 
organization behind 
Sesame Street. Westin 
leads the Workshop's 
efforts to serve vulnerable 
children through mass 
media and targeted 
initiatives. She serves 

as Sesame Workshop's 
chief mission ambassador, 
raising awareness, 
developing strategic 
partnerships and 
cultivating philanthropic 
support to further the 
Workshop's mission to 
help children everywhere 
grow smarter, stronger 
and kinder. 


Sesame Workshop's 
global health ambassador, 
Raya, is an energetic 
6-year-old who's guiding 
conversations all over the 
world about clean water, 
handwashing and proper 
latrine use. Raya always 
remembers to wash her 
hands with soap and water 
and to wear her sandals 

in the latrine to avoid 
contracting illness. She 
encourages children to 
share what they learn with 
friends and family, making 
good habits contagious. 


RESPONSES TO 
MALNUTRITION 


The evolving nature of global child 
malnutrition demands a new response: 
one that can deliver nutrition-specific 


interventions and nutrition-sensitive 


development in a more coordinated fashion. 


The response must acknowledge the 
central role and responsibility of the food 
system, and work together with the health, 
water and sanitation, education and social 
protection systems to provide better diets 


for children. 


Tuyisenge holds her 11-month-old daughter, Fabiola, while a community health worker measures her 
mid-upper arm circumference at a UNICEF-supported care group growth monitoring session in Musanze 
District, Rwanda. "Before | used only potato and beans, no other vegetables,” Tuyisenge says. “Now | 
use all kinds of vegetables as well as small fish. | see the difference in the growth of my children." 

© UNICEF/UN0301162/Noorani 
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» Asystems approach to 


nutrition reflects the reality 
that child nutrition has 
multiple determinants and 
the shared responsibilities 
of multiple sectors and 
stakeholders, public and 
private 


Recent years have brought 
growing momentum to 
improve food systems, 

but the unique needs of 
children have been ignored. 
Children's needs must be at 
the heart of food systems. 


Nutrition-specific approaches 
are also needed in four 

key supporting systems — 
health, water and sanitation, 
education and social 
protection. 
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A baby eats a piece of 
bread while being carried 
in the Hanag Chuquibamba 


community in Peru. 


© UNICEF, Vilca 2019 


Introduction 


For too long, nutrition was on the 
periphery of the global development 
agenda. In recent years, however, it 
has gained greater attention, reflecting 
growing recognition of the social and 
economic benefits of investing in 
nutrition. As the body of research on 
effective interventions has expanded, 
global policy discussions increasingly 
focus on evidence-based approaches.' 


The list of interventions is long, and 
growing: from promoting breastfeeding, 
to better supporting the poorest families; 
from making labelling clearer and more 
informative, to tackling iron deficiency 
anaemia and other forms of hidden 
hunger; from improving children’s 

food environments, to making safe 
drinking water available everywhere 

— a huge array of actions can be taken 
(and in many cases, are being taken) 

to improve children’s nutrition. 


Clearly, much more needs to be done. 
Nevertheless, there are causes for hope. 
More and more governments are laying 
out strategies to improve nutrition. In 
many countries, these represent an 
important first step that can be built on in 
the years to come. For these approaches 
to make a real difference, governments 
need to recognize three key realities. 


e First, there are no easy fixes if 
nutrition goes wrong in childhood. 
The nutritional needs of children 
are unique, and uniquely important. 
That’s why children and young 
people must be at the heart of 
thinking around food and nutrition. 


e Second, we need to meet 
malnutrition challenges by working 
across all relevant systems and 
sectors. Food systems need to 
better serve children’s needs, but 
other systems — notably, those 
for health, water and sanitation, 
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Nutrition and the Sustainable Development Goals 


TARGET 2.1 UNIVERSAL ACCESS TO 
SAFE AND NUTRITIOUS FOOD 

By 2030, end hunger and ensure access 
by all people, in particular the poor and 
people in vulnerable situations, including 
infants, to safe, nutritious and sufficient 
food all year round. 


ZERO 
HUNGER 


END ALL FORMS OF MALNUTRITION 

By 2030, end all forms of malnutrition, 
including achieving, by 2025, the internationally 
agreed targets on stunting and wasting in 
children under 5 years of age, and address the 
nutritional needs of adolescent girls, pregnant 
and lactating women and older persons. 


AK 


TARGET 2.2 


Source: www.un.org/sustainabledevelopment/hunger/ 


education and social protection — also 
have crucial roles to play as part of a 
coordinated and systemic approach. 


e =6Third, while governments may be 
at the forefront in setting policies, 
strategies and programmes, they 
cannot do it alone. Business and civil 
society groups, as well as families, 
children and young people themselves, 
all have important roles to play. 


How governments are 
responding to a growing 
momentum 


In 2008, the Copenhagen Consensus 
concluded that nutrition interventions 


were among the most cost-effective 

in development.? That same year, The 
Lancet published its landmark series 

on Maternal and Child Undernutrition, 
which highlighted the ‘golden window’ 
for nutrition in the first 1,000 days 

after conception? (later followed by an 
examination of the growing problem of 
overweight).4 The momentum from these 
critical conversations catalysed nutrition 
as a global development priority, leading 
to a number of global initiatives, including 
the creation of the Scaling up Nutrition 
(SUN) movement, a multi-stakeholder, 
multi-sectoral approach to support country- 
level strategies to combat malnutrition. 


Building on the World Health Assembly's 
Global Nutrition targets, the UN Sustainable 
Development Goals (SDGs) cast nutrition as 
a central input and outcome of sustainable 


We need to meet 
child malnutrition 
challenges by 
working across all 
relevant systems 
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163 countries now 
have comprehensive 
or topic-specific 
policies, strategies 
and plans that are 
relevant to nutrition 
and the promotion of 
healthy diets 


development. Goal 2 specifically calls 
on Member States to “end hunger, 
achieve food security, improve nutrition, 
and promote sustainable agriculture.” 
Indeed, 12 of the 17 SDGs contain 
indicators that are crucial for nutrition.® 
Adding to this global ambition, the United 
Nations General Assembly proclaimed 
the Decade of Action on Nutrition 
(2016-2025), enhancing the global 
commitment to eradicating hunger and 
preventing all forms of malnutrition. 


This growing global momentum 

has spurred many governments to 
update or develop new approaches 
to nutrition. According to WHO, 163 
countries now have comprehensive 
or topic-specific policies, strategies 
and plans that are relevant to nutrition 
and the promotion of healthy diets.® 


These signs of commitment are 
welcome: however, there are reasons 
to be cautious. First, many of these 
policies are still nascent — one third 
date from 2015 or later - so it will take 
time to assess their impact. Second, 
national nutrition policies do not always 
fully incorporate goals, targets and 
indicators related to the World Health 
Assembly's Global Nutrition Targets. 
The incorporation of targets and 
SMART commitments’ is fundamental 
to ensuring that governments are 

held accountable and that nutrition 
interventions are effectively monitored.® 
Finally, there is evidence that nutrition 
policies and programmes are still often 
fragmented and uncoordinated.® 


Scaling-up nutrition results 


National approaches have increasingly 
addressed nutrition concerns through 
interventions in a number of traditionally 
defined sectors, such as health and 


education. Some of these interventions 
can be thought of as direct, or nutrition- 
specific, because they directly address 
the immediate and some underlying 
causes of malnutrition, particularly in 
the most disadvantaged populations, for 
example in breastfeeding counselling 

or the early detection and treatment 

of severe acute malnutrition (SAM). 
Others can be thought of as indirect, 

or nutrition-sensitive, because they 

aim to address the basic and some 
underlying causes of malnutrition, such 
as through promoting social safety nets, 
education and empowerment of women. 


Nutrition-sensitive interventions boost 
the effectiveness of nutrition-specific 
interventions. In Brazil, for example, 

a nutrition-sensitive social protection 
programme utilizing conditional cash 
transfers has reduced malnutrition- 
related child mortality. Pregnant and 
lactating women receive cash transfers 
on condition that they attend pre- and 
post-natal appointments and participate 
in educational activities on nutrition 
and health.'° Likewise, the education 
sector provides a compelling entry 
point for governments to address 
malnutrition using a nutrition-sensitive 
approach, particularly among the most 
vulnerable. Pathways include helping 
children develop healthy dietary habits 
from an early age and improving the 
nutrition literacy of adolescent girls. 


The benefits of mixing nutrition-specific 
and nutrition-sensitive approaches 
across a range of sectors are clear." 
However, many actors remain focused 
exclusively on nutrition-specific 
approaches.’ And because of a lack 

of coordination among actors and 
sectors, efforts to promote better diets 
for children and prevent all forms of 
malnutrition are often falling short. 


It is clear, then, that translating political 
commitment to tackle malnutrition into 
action requires more than just increased 
attention; it also requires the mobilization 
of government systems, institutions and 
resources, and coordinated strategies.” 
Success requires more than isolated 
sectoral results — it requires a coordinated 
systems approach in which food systems 
themselves are transformed and other 
key systems work together with the food 


system to deliver nutrition results at scale. 


Multiple responses to a 
multifaceted challenge: 
A systems approach 


Why take a systems approach? First, 

it better captures the importance of 
the interactions and interconnections 
across different areas, such as food, 
health and education, and crystallizes 
a common purpose: better diets and 
better nutrition for children, adolescents 
and women. Second, a systems 
approach avoids the simplistic thinking 
that malnutrition has straightforward 
determinants that operate along linear 
pathways. Instead, it puts the focus on 
multiple, interconnected determinants, 
and recognizes shared responsibility, 
and the need to mobilize attention 

and resources from a wider variety of 
societal and governmental institutions. 


Five systems in particular have crucial 
roles to play. The food system must 
respond and provide better dietary 
choices for children, adolescents 

and women. The health, water and 
sanitation, education and social 
protection systems are also fundamental 
in driving transformation, particularly 

in the personal and external food 
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environments, and delivering the 
necessary services to support better 
diets, practices and nutrition outcomes. 
Achieving results at scale depends on 
the robustness of these five leading 
systems to implement nutrition-specific 
and nutrition-sensitive interventions at 
every stage of life (see Figure 4.1). 


This is not to say that other systems 
cannot also play a part. Information 
systems, for example, are fundamental to 
the collection, analysis and interpretation 
of nutrition-related data, and can provide 
the basis for timely and effective 
decisions to improve nutritional outcomes 
among children. Many countries have 
different forms of information systems in 
place to support nutrition interventions. 


A systems approach targets the 

key systems that have the ability to 
deliver nutrition interventions at scale, 
making them more accountable for 
nutrition results beyond their sectoral 
objectives. To give an example, in many 
countries, nutrition is viewed as being 
within the remit of the health sector, 
which is given the main responsibility 
for delivering nutrition interventions. 
However, although the health system 

is clearly an important pathway for 
scaling up certain nutrition interventions, 
many crucial determinants of child 
malnutrition, such as diet diversity, are 
well beyond its normal scope. Instead, 
action is needed across multiple 
systems to ensure quality coverage. 


How and where this happens will vary 
according to the context. Innovative 
approaches to mobilizing systems for 
improved nutrition are certainly needed. 
As the examples in this chapter show 
(see Special Section), there is no shortage 
of success stories and lessons learned 
that can help to show the way forward. 


A systems approach 
targets the key systems 
that have the ability to 
deliver nutrition 
interventions at scale 
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Multiple responses to a multifaceted challenge: 
A systems approach to nutrition 
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The food 
system 


includes all of the 
activities and actors 
involved in bringing 
food from production 
to consumption and 
through to disposal 
(see Chapter 7). This 
system includes inter- 
mediate steps, such as 
processing, distribution, 
marketing and retail. It 
is organized into four 
main parts: food supply 
chains, external food 
environments, personal 
food environments 

and the behaviours of 
caregivers and consum- 
ers with respect 

to food. 


cP 


The health 
system 


includes preventive 
services as well as 
curative care. It is 

more than just service 
delivery: governance, 
financing, supplies and 
equipment, work- 

force and information 
systems are all integral 
parts of the health 
system. A strong health 
system supports family 
practices, and produces 
equitable survival, 
growth and develop- 
ment outcomes for 
children, adolescents 
and women. 


ee 


i 


The water and 
sanitation system 


comprises the policies, 
programmes, services, 
facilities and actors 
involved in providing 
safe drinking water 
and safe sanitation 
infrastructure. Policies 
often target the most 
vulnerable populations 
to address their basic 
needs. A strong water 
and sanitation system 
is essential to ensuring 
safe food, safe drinking 
water, and clean and 
healthy environments 
for children, adoles- 
cents and women. 
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A systems approach 
makes multiple 
systems accountable 
for nutrition results 
beyond sectoral 
objectives 
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The education 
system 


refers to formal and 
informal institutions 
designed to educate 
children, from basic kin- 
dergarten to secondary 
school. While public 
schools are often the 
primary consideration 
of education system 
policy, private schools 
can also follow national 
education guidance. A 
strong education sys- 
tem has trained teach- 
ers, sound pedagogy, 
solid infrastructure and 
resources, and should 
be used as a delivery 
system to improve 
nutrition outcomes. 


s 


The social 
protection system 


comprises a set of 
public and private 
policies and pro- 
grammes that aims 

to prevent, reduce 

and eliminate economic 
and social vulnerabilities 
to poverty and deprivation. 
Nutrition-sensitive 
social protection pro- 
grammes can mitigate 
the effects of poverty 
on the nutrition of 
children, adolescents 
and women. A strong 
system combines 
different programmes, 
often focusing on the 
protection of vulnerable 
groups, and breaking 
the cycle of poverty. 
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SPECIAL SECTION 


What does a systems approach 
to nutrition look like in practice? 


Meeting the malnutrition challenge requires action across five key systems: those for 
food, health, water and sanitation, education and social protection. There are already 
many examples from around the world of how each of these systems is helping to 
support improvement in maternal and child nutrition. 


Food system 


Commercial fortification 
of staple foods with mi- 
cronutrients is one of the 
most successful and cost- 
effective interventions to 
combat hidden hunger. 
In the 1920s, Switzerland 
and the United States started adding iodine to 
salt, virtually eliminating goitre and cretinism — the 
most severe forms of iodine deficiency disorders 
— and paving the way for subsequent fortification 
initiatives.’ Today, many countries routinely fortify 
refined cereal grains with micronutrients." 


While technically simple, commercial fortification 
requires cooperation between government agen- 
cies and a mature food industry with centralized 
and specialized processing and an adequate dis- 
tribution infrastructure. It also requires monitoring 
and quality control and is more effective when 
paired with consumer education campaigns to pro- 
mote consumption. Commercial fortification has 
been widely successful in urban areas, where peo- 
ple typically purchase food in central markets and 
stores. It is more challenging in rural areas, where 
the distribution infrastructure may be more patchy. 


Universal salt iodization and 
large-scale food fortification 


Universal salt iodization is one of the great glob- 
al nutrition success stories. Today, iodized salt is 


available to 86 per cent of world’s households. 
The result is that, between the early 1990s and 
2016, the number of countries in which iodine 
deficiency is a public health problem fell from 
113 to just 19.'° This progress has led to a major 
decline in iodine deficiency disorders and has 
contributed to improving the intellectual devel- 
opment of millions of children. Salt iodization 
is also highly cost-effective, costing only about 
US$0.05 per person per year.” 


Following the success of salt iodization in devel- 
oped countries, momentum gathered to scale it 
up globally. In 1994, WHO and UNICEF endorsed 
universal salt iodization as a safe, effective and 
sustainable way to address iodine deficiency.'® 
However, salt iodization has made slow progress 
in Southeast Asia and sub-Saharan Africa, espe- 
cially in rural areas with poor infrastructure and in 
countries that rely on small-scale salt processors. 
As with any form of food fortification, success- 
ful scale-up requires political commitment, en- 
gagement from the food industry, and links with 
national nutrition programmes and other develop- 
ment priorities. Programmes also need to align 
with changing dietary patterns. For example, the 
increased consumption of salt through processed 
foods, rather than as table salt, means that food 
industries should ensure they use iodized salt. 
Salt iodization is also compatible with WHO's rec- 
ommendation to reduce salt intake to less than 
5g a day. By ensuring that all food-grade salt is 
iodized, this limit can be safely met.'® 


Large-scale food fortification 


The success of salt iodization paved the way for sub- 
sequent fortification initiatives around the world. In the 
United States, for example, salt iodization was followed 
in 1933 by the fortification of milk with vitamin D to 
prevent rickets and, in 1942, with the requirement to 
add thiamine, riboflavin and iron to flour.2° In 1996, the 
government mandated the addition of folic acid to flour 
to reduce the prevalence of neural tube defects, the 
most common of which are spina bifida and anenceph- 
aly, a fatal condition. Subsequent assessments demon- 
strated that the prevalence of neural tube defects had 
decreased by 19-32 per cent. Numerous other coun- 
tries have seen similar improvements.2'! New national 
flour fortification programmes are being considered, 
including in high-income settings such as the United 
Kingdom, where folic acid fortification is under review.” 


Health system 


Health facilities can play a ma- 
jor role in improving nutrition 
outcomes, but all too often, 
these opportunities are missed. 
For national health systems to 
meet their full potential, they 
need to deliver preventive ser- 
vices and curative care, but 
also to foster positive family practices, such as breast- 
feeding, that can significantly scale up nutrition results. 
Cambodia, Rwanda and India are three examples of 
countries where the health system Is taking on this role. 


Cambodia has invested substantially in awareness- 
raising in communities, as well as in improved quality 
of care around the time of delivery. As a result the per- 
centage of deliveries by a skilled birth attendant doubled 
between 2005 and 2014 to 89 per cent in 2014, while 
institutional deliveries increased from 22 per cent to 83 per 
cent. Importantly, rates of early initiation of breastfeeding 
rose more than tenfold between 1998 and 2014 to 63 per 
cent.2” The programme has also helped stop the rise of 
breastmilk substitute use among newborns.” 


Rwanda has also made significant progress. It imple- 
mented an intensive and sustained communication cam- 
paign around feeding practices, including early initiation 
of breastfeeding, and the Baby-Friendly Hospital Initia- 
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Currently 81 countries — from South Africa, Morocco and 
Jordan, to Indonesia, to Mexico and Uruguay — mandate 
fortification of wheat flour alone or in combination with 
maize flour and rice.”? Even so, significant untapped po- 
tential remains: if all countries worldwide fortified flour 
with folic acid, this could prevent an estimated 230,000 
cases of neural tube defects a year.2* Other obstacles 
include the reality that national flour fortification stand- 
ards do not always meet minimal requirements for key 
nutrients such as iron, zinc and vitamin B12.? 


As set out in the 2015 Arusha Statement on Food Forti- 
fication,?® critical actions are still needed. These include 
improved oversight and enforcement of food fortifica- 
tion standards and regulations, better evidence to guide 
policy and programme design, stronger accountability 
and global reporting, continued advocacy, and additional 
(albeit modest) investment. 


tive. By 2014, skilled birth attendants assisted at 91 per 
cent of deliveries, up from 39 per cent in 2005, including 
at nearly all births in health facilities. The rates of ear- 
ly initiation of breastfeeding also increased, from 64 per 
cent in 2005 to 81 per cent in 2014.7 Rwanda now has 
45,000 community health workers who counsel mothers 
about adequate feeding practices and safe deliveries. 


In India, national and state governments implemented a 
multi-pronged strategy to support breastfeeding, includ- 
ing large-scale programmes, effective capacity-build- 
ing initiatives, strong partnerships, community-based 
action, and communications campaigns. As a result, 
early initiation of breastfeeding rose from 24.5 per cent 
in 2006 to 44.6 per cent in 2014. The increase was even 
greater — from 12.5 per cent in 2006 to 34.4 per cent 
in 2014 — in the seven states with the highest rates of 
newborn deaths.% *! 


These examples demonstrate how countries can inte- 
grate and improve the quality of breastfeeding counsel- 
ling within the health system to achieve results at scale. 
All three countries were able to strengthen the capacity 
of health workers and health facilities to deliver nutrition 
interventions. These positive results demonstrate the 
benefits of institutionalization, protection, promotion 
and support of breastfeeding in maternity facilities, par- 
ticularly in the first days of life. 
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Water and sanitation system 


By causing conditions such 
as diarrhoea and dysentery, 
which prevent — children 
from absorbing nutrients, 
poor water and sanitation 
are major factors in malnu- 
trition. Improvements in the 
water, sanitation and hygiene (WASH) system, 
combined with nutrition interventions, can therefore 
play a critical role in preventing stunting and other 
forms of malnutrition. Such approaches have been 
adopted in Pakistan and Ethiopia, which both suffer 
high rates of stunting — more than one third of chil- 
dren aged under 5 are affected — and where access 
to basic sanitation services is still a major national 
concern. 


Water & U © 


Sanitation _ 6 
System 


In Pakistan's Sindh province, UNICEF Pakistan and 
its partners implemented an integrated package of 
WASH and nutrition interventions focused on the 
crucial first 1,000 days. The WASH activities fo- 
cused on reducing the incidence and severity of 
infection and controlling environmental enteropa- 
thy, a chronic inflammation of the gut. Interven- 
tions included maintaining safe water supplies, 
encouraging community-based approaches to 
eliminate open defecation, improving hygiene be- 
haviour, and developing service provider capacity. 
Challenges remain, but there has been sig- 
nificant progress. Community health workers 


Education system 


School-based food and 
nutrition interventions can 
play a key role in creat- 
ing an environment that 
provides and promotes 
healthy diets and nutri- 
tion among children and 
adolecents.** By educating and influencing chil- 
dren (and their parents) to make healthy food 
choices, education systems can deliver not only 


have been mobilized, and WASH clubs have 
been formed in schools to empower children 
to promote positive practices. In total, an estimat- 
ed 922,000 children aged under 5 and women 
have been reached with packages of nutrition ser- 
vices, including micronutrient supplementation. 


In Ethiopia, UNICEF implemented a Baby WASH 
programme in 2017, with the aim of protecting ba- 
bies and young children from microbial infections 
during play and feeding. The programme includes 
interactive communication for development tools 
and materials, including a radio drama series, pub- 
lic service announcements (PSAs), and discus- 
sion groups with mothers. 


The intervention has helped change behav- 
iours. According to an internal evaluation report, 
almost three quarters of those who listened 
to the radio programmes and PSAs said they 
had made changes. Around half said they 
were washing their hands more often and us- 
ing soap, while around a quarter had stopped 
open defecation. Work has already begun 
with the Ministry of Health to scale up the ap- 
proach across the country, including the develop- 
ment of national guidelines and a training manual, 
and the launch of a national training initiative for 
trainers who will implement the Baby WASH ap- 
proach in the regions.*” 


nutrition-specific interventions but also ensure 
nutrition-friendly environments. 


In India, the adolescent anaemia control pro- 
gramme shows how the education system can 
work to scale up nutrition-specific results. The 
programme began in 2000 with the launch of a 
pilot targeting adolescent girls in 2,000 public 
schools across five states. The pilot delivered 
three main interventions: weekly iron-folic acid 


supplementation, monthly nutrition and educa- 
tion, and twice-yearly deworming. It benefited 
8.8 million girls aged 10-19. After a year, the pro- 
gramme reported a significant decrease in the 
prevalence of moderate to severe anaemia.“ 


Based on the positive outcomes and lessons 
learned, the Government of India launched the 
national weekly iron and folic acid supplemen- 
tation programme in 2012, targeting 116 million 
adolescents aged 10-19, across 32 states. For 
the first time, almost 40 million boys were also in- 


Social protection system 


es 


Social 


Social protection _pro- 
grammes are a powerful 
instrument to not only lift 
families and children out of 


laon 

Protection | O 1 
poverty, but also to promote 
maternal and child nutrition. 


System or 
A range of interventions, 


such as conditional and unconditional cash trans- 
fers, food rations and school feeding, can all help 
limit the long-term effects of deprivation and pro- 
vide communities with the means to access and 
afford nutritious food. Cash-transfer programmes, 
in particular, have proven benefits for the nutritional 
status and health outcomes of children.?° 


Social protection programmes have been widely 
implemented in Latin America, and have helped 
countries reduce poverty, promote food securi- 
ty and improve nutritional outcomes for children, 
young people and families. In Brazil, for example, 
the Bolsa Familia (‘family allowance’) programme 
aunched in 2003 reached more than 13 million 
families in its first decade of implementation, and 
contributed significantly to social and public health 
improvements.* Specifically focused on nutrition, 
the programme played a vital role in helping low- 
income families to purchase food, thus enhancing 
their dietary quality and diversity.2”7 Among chil- 
dren aged under 5, the programme was crucial to 
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corporated in the programme. By 2016-2017, the 
national programme was reaching 36 per cent of 
the targeted adolescents, and all states had 
taken key steps to maintain the sustainability 
of the programme. Co-led by the Ministry of 
Health and Family Welfare, the Ministry of 
Education and the Ministry of Women and 
Child Development, the programme is a prom- 
ising example of the sort of coordination among 
different government institutions that is funda- 
mental to building an effective education-system 
approach to improving nutrition. 


reducing child mortality, which is closely linked 
to malnutrition. A study published by The Lancet 
showed that Bolsa Familia was crucial to reducing 
child mortality among children aged 5, by incen- 
tivizing pre- and post-natal care and supporting 
immunization campaigns and health and nutrition 
activities for mothers and children.*® 


Similarly, Mexico's conditional cash-transfer pro- 
gramme, Prospera, has benefited around 7 mil- 
lion families.°° Child nutrition has been a major 
component of the programme from its inception. 
Families included in the programme benefit from 
regular maternal and child services where chil- 
dren's nutritional status is monitored. Nutrition 
services aim to improve families’ capacity to eat 
healthily and feed their children a nutritious, safe 
and affordable diet. As studies have shown, the 
programme has helped to promote nutrition and 
optimum growth, and has also enhanced dietary 
diversity among families and children.*° “" 


These large-scale interventions prove the impor- 
tance of nutrition-sensitive social protection sys- 
tems, helping countries not only to mitigate the 
effects of poverty, butalso to strengthen families in 
their childcare role, which is a fundamental aspect 
of ensuring healthy eating habits and better child 
nutrition. 
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Food systems need 
to be reshaped from 
simply feeding 
people to nourishing 
people - especially 
children - well 


Putting children at the 
heart of food systems 


Effective food systems (see Chapter 7) 
are fundamental to securing nutritious, 
safe, affordable and sustainable diets 
for all children, everywhere. Despite 
their central role, however, food 
systems have been largely absent in 
policy and programming for maternal 
and child nutrition. Fortunately, 
attitudes and approaches are changing. 
There is growing recognition in the 
international community that food 
systems need to be reshaped from 
simply feeding people to nourishing 
people — especially children — well. 


An important early step in this thinking 
came with the Rome Declaration 

on Nutrition in 2014. Since then, 
reports and studies have shed light on 
particular aspects of food systems.” 
For example, a report by the High 
Level Panel of Experts on nutrition 
and food systems dives deeper into 
the crucial role of food environments 
in shaping dietary choices, as well 

as the potential pathways in all 

food systems — whether traditional, 
modern or mixed — towards more 
sustainable and healthier diets.* 


Among other insights, the role of key 
stakeholders has been emphasized by 
the Global Panel on Agriculture and 
Food Systems for Nutrition,** while the 
Global Nutrition Report has underlined 
the role of government and business in 
ensuring that food systems and food 
environments support healthy diets.*® 
Most recently, in early 2019, the EAT- 
Lancet Commission highlighted the 
need to accelerate the transformation 
of food systems to achieve not only 
the SDGs, but also climate goals.*® 


This momentum needs now to extend 
to ensure that food systems meet the 
needs of children and young people. 
Given children’s unique nutritional 
requirements, there is an urgent need 
to put their needs at the heart of food 
systems. Among key issues that need 
to be considered are interventions 

to improve dietary choices in food 
environments, i.e., the points at which 
children, young people and caregivers 
interact with the wider food system, 
such as stores, markets, restaurants 
and fast-food outlets and marketing 
and advertising. The roles of legislation 
and regulation, and how business and 
the private sector can better support 
nutritious diets for children, are also vital 
components of a systems approach. 


Supporting food system 
transformation through legislation 


Legislation can play a fundamental role 
in promoting better dietary choices 
for children and young people at 
various points in the food system, 
such as by regulating the marketing 
of unhealthy food to children and of 
breastmilk substitutes to caregivers, 
by levying taxes on unhealthy foods 
to create price disincentives, and by 
increasing demand for and access 
to nutritious foods. It also creates a 
level playing field for all companies. 


The International Code of Marketing 
of Breast-milk Substitutes (BMS), 

for example, is a well-established 
regulatory framework that protects 
and promotes breastfeeding, while 
ensuring the proper use of breastmilk 
substitutes, when necessary, by 
prohibiting their promotion and 
ensuring adequate product labelling.*” 
(Nevertheless, according to the 
Access to Nutrition Foundation, 


“The world’s six largest baby food 
companies continue to market BMS 
using marketing practices that fall 
considerably below the standards 

of the Code”.)** As of April 2018, 
136 of 194 countries had at least 
some form of legal measure in place 
to address the provisions of the 
Code. Several countries have also 
made significant efforts to address 
inappropriate marketing practices of 
commercial complementary foods.” 
Despite these efforts, most countries 
still lack an effective and sustained 
response to tackling the marketing 
of BMS and other non-appropriate 
foods for infants and young children. 


Sugar taxes 
In response to rapid rises in overweight 


and obesity, several countries have 
applied taxes on sugary foods, with 
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sugar-sweetened beverages (SSBs) the 
most common target. Consumption 

of such drinks Is increasing in most 
countries, particularly among children 
and adolescents, and over-consumption 
contributes to unhealthy diets and 
weight gain.°° According to the Global 
Nutrition Report, 59 countries have 
some sort of tax on SSBs in place.*" 


Most recently, Malaysia, for example, 
has started taxing two categories of 
beverages in 2019: drinks containing 
more than 5 grams of added sugar/ 
sweeteners per 100 ml and fruit and 
vegetable juices containing more 

than 12 grams of sugar per 100 ml. 
Comparing sugar taxes across countries is 
complicated, since they may be levied on 
different products, at different levels and 
for different purposes. It is too soon to 
properly assess and analyse the impact 
and effectiveness of this new tax.® 
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The private sector 
has tremendous 
potential to improve 
children’s nutrition 


More broadly, a recent published UNICEF 
review highlights positive effects in 
several countries on the consumption of 
taxed products. In Mexico, for example, 
consumption of taxed beverages 
decreased by 5.5 per cent in 2014 and 
9.7 per cent in 2015,°° while in France 
the demand for colas decreased by 6.7 
per cent and 6.1 per cent in the first two 
years of implementation. The Global 
Nutrition Report 2018 also reported that 
some observational studies confirm that 
SSB taxes are achieving positive results.® 


Labelling and nutrition information 


Legislation to place nutrition information 
on the front of food packages is another 
policy response that some countries 
have used. Such labelling lets caregivers 
and consumers — including children 

and young people — make informed 
choices and drives product reformulation. 
While the evidence continues to build, 

it suggests that food labelling can 

help consumers overcome barriers to 
meeting healthy preferences caused by 
inadequate information.® The ultimate 
effect on consumers’ behaviour depends 
on their existing food preferences and 
level of nutrition knowledge, as well 

as the type of food. When the label 

is visible, easy to understand and not 
misleading, it can positively affect 
consumer choices. Evidence shows 
that well-designed labels positively 
affect all consumers regardless of 
whether they're rich or poor, and highly 
educated or not.®” Nutritional labelling 
can potentially create incentives for 
manufacturers to reformulate their 
products to make them healthier.°? 


There are several different approaches to 
food labelling (see Spotlight ‘A pioneering 
effort in food labelling’). Systems that 
enable an easy, evaluative judgement 


about a product's healthiness and 
wholesomeness (or otherwise) appear 
particularly effective in helping caregivers 
and consumers choose nutritionally 
favourable products. For example, colour- 
coded labels are more effective than 
plain-text labels in steering consumers 
toward wholesome foods.°® Among the 
most common, the Multi-Traffic Light 
(MTL) system is often preferred by 
consumers for its ease. However, more 
recent evidence finds that warning labels 
and summary indicator approaches (e.g. 
Nutri Score) are more strongly associated 
with healthier purchases.®© Warning 
labels in particular may be a simpler and 
more direct way of transmitting important 
nutritional information to consumers.°®" © 


There is a strong case for adopting 

such labelling. Perhaps as importantly, 

a recent study across Latin America 
confirmed that when buying foods 

for their children, parents do consider 
front-of-package (FOP) information 

to compare the nutritional value of 
products, and they look for systems that 
are easy to understand and interpret.© 


Role of the private sector 


The private sector has tremendous 
potential to improve children’s nutrition. 
Private sector actors — from smallholders 
to small-and medium-sized enterprises 
(SMEs), through to multinational food 
corporations — all have a role to play in 
transforming the world’s increasingly 
complex global and local food systems. 
Private sector capacity and actions along 
the value chain, such as cold storage, 
improved packaging, fortification and 
some forms of processing, can reduce 
nutrient loss, improve food safety and 
deliver more nutrient-dense foods to 
families. This is especially important 

in low- and middle-income countries, 


SPOTLIGHT 


A pioneering effort in food labelling 
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Faced with a rapid increase in overweight, which affects 
almost half of its children today, Chile has launched a 
comprehensive programme to try to improve children’s 
food environments, with the aim of encouraging and 
supporting children, young people and caregivers to make 
healthier decisions. 


Key initiatives include a National Food and Nutrition 
Policy, which outlines the right to good-quality, culturally 
appropriate food that supports good health and well- 
being.“ Other actions include a new and innovative food 
labelling law that aims to protect children’s nutrition 
by modifying food environments, promoting informed 
decisions on food, and decreasing consumption of excess 
sodium, sugar and saturated fats. 


The law addresses five main areas: new front of package 
(FOP) warning labels; restrictions on food advertising, 
especially that directed towards children aged under 14; 
incorporation of messages promoting healthy lifestyle 
habits in food advertising; restrictions on the sale of food 


Each 100g serving contains 


Sugars 
0.99 


Guideline Daily Amounts 


18% 


with excess sodium, sugar and saturated fats in schools; 
and incorporation of activities in all schools that contribute 
to developing healthy eating habits and an active lifestyle. © 


The new warning labels have a striking format: white 
letters on a black octagon, warning consumers that a 
product is high in calories, sodium, sugar and/or saturated 
fat (see below). 


Evaluations of the law and its implementation indicate 
that the public, especially children, support and easily 
understand these new messages. Most consumers take 
the warning labels on food products seriously and prefer 
to buy foods with fewer or no labels. Also, the majority 
of schools comply with the regulations, generating 
healthier environments without advertising or marketing 
for inappropriate foods, and the presence of healthier 
food with critical nutrients, and more spaces for physical 
activities.©” A number of industries have reformulated the 
composition of their food products in order to stay below 
the established limits of unhealthy ingredients. Hl 
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The failure of the 
food system to 
deliver healthy 

food for children 

represents a 
collective failure 


where SMEs are numerous, and sanitation 
and food loss are primary concerns.” 


In many settings, large private sector 
players command an increasing share of 
the market, giving them a tremendous 
ability to either enhance or reduce the 
nutritional value of foods. Processing is 
key to this. The processing of food is not 
inherently bad — human societies have 
used it for millennia to improve the safety 
and nutritional value of food and reduce 
perishability. However, processing can 
also remove essential nutrients and add 
harmful saturated fats, trans-fats, sugar 
and salt.” As noted in Chapter 3, there 
are reasons to be particularly concerned 
about the rapid growth in consumption 
of ultra-processed foods, which, in far 
too many cases, simply fail to meet 

the nutritional needs of children. 


Commitments and accountability 


The failure of the food system to deliver 
healthy food for children represents a 
collective failure. Correcting it will 
require collective action by, among 
others, governments, families, civil 
society and the private sector. As the 
role of large businesses grows in global 
food systems, there is a need to ensure 
they play a positive role in promoting 
nutritious, safe, affordable and sustainable 
foods and meet their obligations to the 
world’s children and their families. 


Engaging with business 


Various governance mechanisms have 
emphasized the need for private sector 
engagement to promote better nutrition 
in recent years, and for clearly defined 
rules of engagement for improving 
nutritional outcomes for children. As 
early as 2004, the WHO World Health 
Assembly endorsed the Global Strategy 


on Diet, Physical Activity and Health, 
which noted that the private sector can be 
a significant player in promoting healthy 
diets. It also highlighted the important 
role of the food industry in reducing the 
fat, sugar and salt content of processed 
foods, reviewing marketing practices 

and introducing healthier and more 
nutritious choices for consumers.”2 


In 2015, the United Nations Secretary 
General launched the Global Strategy for 
Women’s, Children’s and Adolescents’ 
Health to strengthen the potential impact 
of the SDGs. The strategy highlights the 
importance of the business community 
in promoting better nutrition and healthier 
foods.” The Independent Accountability 
Panel created to support this strategy, 
however, recommends that governments 
regulate the food and beverage industry 
and adopt a binding global convention 

to encourage the production of healthier 
foods, reduce unhealthy content and 
control the marketing of unhealthy food 
for children.” Similarly, the Report of 

the Commission on Ending Childhood 
Obesity calls for a governance structure 
in which the private sector is actively 
engaged and held accountable in the 
implementation of interventions.” 


The food industry itself has previously 
expressed a formal commitment to 
working towards better diets, nutrition 
and health outcomes. For example, 

in May 2018, the International Food 
Beverage Alliance formally expressed 
commitment to align with the WHO target 
to eliminate industrially produced trans-fat 
from the global food supply by 2023.” 


Holding food and beverage businesses 
accountable to their commitments, and 
monitoring their progress toward 

stated goals, have proved challenging in 
the past. For example, previous experience 


in areas such as food marketing to 
children indicates that the food industry's 
commitments are patchy, lack ambition 
and are not always strictly observed.” 7 


Ensuring accountability requires strong 
coordination between the public and 
private sectors. Achieving better diets 
for children is a shared responsibility in 
which stakeholders not only recognize 
their responsibility to work for better 
nutrition for children, but also review 
current practices that may be blocking 
progress. Legislation and regulation have 
an important role, but governments can 
also provide incentives for businesses 
to increase the demand for, and to 
provide healthy food.”? Businesses 
usually prefer the latter approach, and 
there is evidence that such carrot- 
and-stick approaches work.®° 


There are numerous challenges to 
mobilizing action and accountability 
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from the private sector. Nutritional 
goals for children and young people 
compete with vested commercial 
interests to create strong barriers for 
significant transformation. A recent 
Lancet study on obesity points out that 
even though many evidence-based 
actions and policy recommendations 
have been identified, they have not 
translated into meaningful action 
due to vested commercial interests 
and insufficient public demand. The 
Lancet Commission has emphasized 
the need to reduce the influence of 
large commercial interests in policy 
development, allowing governments 
to implement effective policies.*' 


Public and private sectors have the 
shared responsibility to respond and 
create new avenues to deliver healthy 
diets and good nutrition for children: this 
response must be sustainable and drive 
profound change in the current system. 


A girl at Hua Ngai Primary School, in 
Muong Cha, Dien Bien, Vietnam holds 
up a lunch tray she has washed after 
a nutritious school lunch. © UNICEF/ 
UN043574/Lister 
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Foundation 


As Executive Director of the 
Access to Nutrition Foundation, 
Inge oversees all aspects of 
ATNF, including collaboration 
with external partners and 
stakeholders. She is also 
member of the board of ATNF. 
Prior to joining ATNF, Inge was 
a partner at Boer & Croon, a 
Dutch-based management 
consulting firm. She also 
worked in senior management 
positions with Porter 

Novelli, a global, full-service 
communications agency, and 
has advised various companies 
within the food and beverage 
industry on socially responsible 
practices and issues of 
corporate reputation 


PERSPECTIVE 


The food industry must accelerate action 
to tackle the global nutrition crisis 


What children eat and drink affects their 
health and well-being in the short and 
long term. Poor nutrition causes obesity 
and diet-related diseases at one end of 
the spectrum, and stunting, wasting and 
vulnerability to infection at the other. 
The global nutrition crisis is placing a 
huge burden on_ healthcare services 
and threatening the achievement of the 
UN's Sustainable Development Goals. 
The private sector can make a pivotal 
contribution to addressing this global 
problem. 


Food and beverage (F&B) manufacturers 
have a huge influence on the diets of 
consumers. As incomes rise, So Consumers 
tend to eat and drink more packaged foods 
and beverages. This is driving growth in 
the F&B industry, particularly in emerging 
markets, where economic growth has 
been almost five times faster than in 
mature markets. The 22 largest F&B 
manufacturers worldwide assessed _ in 
the 2018 Global Access to Nutrition Index 
operate in over 200 countries and generate 
approximately US$500 billion in sales. 


At the Access to Nutrition Foundation 
(ATNF), we believe that these companies 
have a vital role to play in addressing 
the world’s nutrition challenges and the 


diseases caused by poor diets. Moreover, 
ATNF is convinced that companies that 
adopt comprehensive global nutrition 
strategies will perform better in the long 
term. 


The Global Access to Nutrition Index 
is designed to track the contribution 
being made by F&B manufacturers to 
addressing global nutrition challenges and 
to encourage them to do more. 


We see evidence of impact: since the 
2016 assessment, many companies have 
stepped up their efforts to encourage 
better diets, largely through better policies 
and disclosure of information. Some 
have also increased efforts to address 
undernutrition, either — philanthropically 
or through their core business, by, for 
example, fortifying certain foods. 


While the results of the 2018 Global Index 
are heartening, they also show that much 
more progress still needs to be made. 
The average score overall, although still 
quite low, rose from 2.5 to 3.3 out of 10, 
and nine companies scored 5 or more, 
compared with only two in 2016. Even 
so, the 2018 Index shows there is still 
considerable room for improvement in the 
nutritional quality of companies’ products. 
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The Product Profile, which assessed the healthiness 
of companies’ products in nine countries, revealed 
that less than one-third of the 23,000 products 
surveyed can be classified as healthy. 


If we zoom in on what companies are doing to 
ensure good nutrition for children, the 2018 Index 
raises some specific concerns. Only 14 per cent of 
the products meet the WHO's European Region 
dietary guidelines for marketing to children. None of 
the companies’ portfolios comprises more than 50 
per cent of products that meet the healthy standard 
suitable to be marketed to children. Furthermore, 
most companies’ policies on responsible marketing 
to children still fall short. For example, they do 
not cover all media, including digital, nor apply to 
children over the age of 13. Only one company 
extends its policy on responsible marketing to 
18-year-olds, which is considered best practice. The 
2018 Index recommends companies stop on- and 
offline marketing of products to children that do not 
meet WHO recommendations. 


The marketing of breastmilk substitutes is another 
area where companies need to take action. 
Companies publicly state their adherence to the 
International Code of Marketing of Breast-milk 


© UNICEF/UNI183010/Quintos 


Substitutes and a few companies have strengthened 
their policies in response to the 2016 Index, but 
the 2018 Global Index found that all baby food 
companies that we assessed continue to contravene 
its guidance. Our in-depth research in Thailand 
and Nigeria, for example, found a high incidence 
of non-compliance with the code, mostly through 
point-of-sale promotions offered by major online 
retailers. Baby food companies must ensure that 
their marketing policies align fully with the code, are 
applied completely and consistently around the world 
— in developing as well as developed countries — and 
to all products, including toddler milks. Companies 
can also support breastfeeding mothers in their 
workplaces by offering flexible and supportive 
working arrangements, stronger maternity leave 
arrangements and appropriate facilities to express 
and store breastmilk. 


To support good nutrition for children, food 
companies need to step up their efforts to market 
healthy products and make more products suitable 
for consumption by children. Only then can they 
fulfil the enormous potential they have to contribute 
to the aims of ending hunger and promoting healthy 
lives that are incorporated within the Sustainable 
Development Goals. 
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Interventions to 
promote healthy eating 
and lifestyles 

are more effective 

and sustainable 

when they encourage 
community engagement 


Civil society and community 
responses 


Local communities and civil society 
organizations (CSOs) can play a 
significant role in promoting better 
child nutrition, including by representing 
the voices of marginalized groups 

(such as smallholders, indigenous 
children, and women), holding 
government and business accountable, 
and directly serving the nutritional 
needs of their communities.® °° 


Specifically, four key roles for CSOs 
were identified by The Lancet series on 
Maternal and Child Nutrition (2013): 


>» They can advocate nationally and 
globally for nutritional priorities and 
actions. 


>» They can ensure accountability 
for the coverage and quality of 
nutrition services (similar to health 
services or education services). 


» They can generate context- 
specific knowledge on the causes 
of malnutrition and possible 
solutions. 


>» They can implement nutritional 
programmes and platforms for 
delivery. 


One concern over the role of CSOs 
is the evidence that, in some cases, 
special interest groups have been 
founded to set up false CSOs — a 
practice called ‘astroturfing’. These 
groups present the appearance of 

a grassroots effort that supports 
corporate agendas, for example 

by challenging soda taxes.® 


Top-down and bottom-up change 


Community-based responses to 
malnutrition are either top down or 
bottom up. In a top-down response, 
local groups are mobilized to implement 
community-based interventions, such 
as education and behaviour change 
campaigns, and emergency responses. 
In many cases, these interventions 

are planned and designed at a national 
level, but their implementation by 

local groups enhances their legitimacy 
and transparency. There is evidence 

to suggest that interventions to 
promote healthy eating and lifestyles 
are more effective and sustainable 
when they encourage community 
engagement and consider the 
specificities of the local context.®6 


Bottom-up responses can include 
advocacy by grassroots CSOs for 
systemic and fundamental change to 
the food system. Among the causes 
taken up by grassroots CSOs are 
hunger and malnutrition, particularly in 
children, soil and water conservation, 
food-waste reduction, the right to food, 
local food production, urban agriculture, 
regulation of genetically modified 
organisms, reform of trade practices, 
and the rights of youth, women and 
indigenous peoples. In the global south, 
‘food sovereignty’ has emerged as 

a key issue for grassroots CSOs. Its 
core principle is that “communities 
have the right to define their own 

food and agriculture policy.”®” 


Numerous other grassroots CSOs and 
social movements are working to reform 
the food system and improve nutrition. 
For example, the Pakistan Fisherfolk 
Forum promotes the rights and 
empowerment of fishing communities 
and works to protect their livelihoods 


SPOTLIGHT 


Surviving and thriving in Peru 
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When they were born in 2000 in the Hanag Chuquibamba 
community, located in the Peruvian Andes, Josué Abdias 
and Josué Abraham were both undernourished. Today, the 
twins are healthy adolescents and both are preparing to go 
to university. The twins’ turnaround mirrors Peru's broader 
success in combating undernutrition. In 2000, almost one 
in three children in Peru was stunted; today, thanks in part 
to interventions such as the Good Start Programme, from 
which the twins benefited, the prevalence is just 12.9 
per cent. 


Peru's success in fighting undernutrition reflects a determined 
national political effort, coordination between sectors, 
and an effective results-based budgeting and monitoring 
system. Community leadership has also been key. In Hanaq 
Chuquibamba, local leader and father of the twins, Igidio 
Sataraura, emphasized the centrality of the community's 


work to monitor children’s nutritional status, ensure access 
to health and nutrition services, and disseminate knowledge 
about feeding and other caring practices. 


However, Peru’s fight against malnutrition is not over. 
There is concern over the continuing prevalence of forms 
of hidden hunger, particularly iron deficiency anaemia, 
and, increasingly, overweight. A stakeholder consultation 
organized by UNICEF Peru in November 2018 brought 
together government representatives, academia and 
CSOs to reflect on strategies to continue the fight against 
all forms of malnutrition. Participants recognized the new 
challenges posed by persistent undernutrition and rising 
overweight and emphasized the role of the public sector in 
coordinating policies, strategies and programmes, as well 
as the need for continued inter-sectoral coordination and 
adequate funding. 


Josué Abdias and Josué Abraham with their parents in the Hanaq Chuquibamba community in Peru. © UNICEF/ Vilca 2019 


- =>. 


UNICEF - THE STATE OF THE WORLD'S CHILDREN 2019 


through sustainable fishing policies 

and practices.®° The Movimento dos 
Trabalhadores Rurais Sem Terra (MST; 
‘Landless Workers Movement’) is 

the largest social movement in Latin 
America. It has worked for over 30 years 
for the principles of agrarian reform 

and food sovereignty in Brazil.®° Local 
CSOs are working for reform in modern 
food systems in high-income countries 
as well. In the UK, for example, CSOs 
have been successful in promoting Fair 
Trade, organic certification, ecological 
approaches, permaculture, and local 
and slow food movements. 


CSOs can play a key role in promoting 
nutrition in non-food systems too. For 
example, in the education system, 
CSOs may shape policy around 
obesogenic school environments, 
school feeding and nutrition education. 
In the social protection sector, they 
may work to ensure that children from 
marginalized communities receive 
essential services. CSOs have also 
advocated for community-led plans 
for improved water and sanitation. 


Despite their potential to contribute 
to improving children’s nutrition, 
CSOs have encountered difficulties 
in participating in policy formulation 
and have enjoyed relatively little 
success in holding governments and 
the private sector to account.%" 
Nevertheless, there are instances of 
where CSOs have been included in 


national and international dialogues 

to shape nutritional priorities and 
policies. The SUN Movement includes 
a Civil Society Network of over 2,000 
local member organizations, to foster 
alliances and promote nutrition actions 
in SUN member countries. The UN 
Committee on World Food Security 
also has a civil society mechanism 
that provides an inclusive space to 
ensure civil society is represented 

in wider policy debates.” 


Conclusion 


The evidence in this chapter is 

clear: all over the world, there are 
countless examples of initiatives 
both big and small that are helping to 
improve children’s nutrition. However, 
as the continuing toll of stunting, 
wasting and hidden hunger, and the 
rising toll of overweight, also make 
clear, much remains to be done. 

If we are to meet the malnutrition 
challenge full on, we need a scaled- 
up approach that puts children’s 
nutritional rights at the heart of food 
systems and prioritizes nutrition 
outcomes in other key systems. The 
next, and final, chapter of this report 
identifies how this can be done by 
identifying five key principles to 
mobilize government, business and 
civil society to transform children’s 
nutrition in the 21st century. 


Mother breastfeeding her baby girl in the family yurta 
in Kyrgyzstan. © UNICEF/UN0151410/Voroni 
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SPECIAL SECTION 


Influence of food marketing 
on childrens diets 


ke eee 
Far from being a matter of simple personal preference, individual food choices and 
eating habits are largely influenced by the food environment - a mix of factors that 
includes food availability, accessibility, affordability and preference. One important 
influence in the food environment on consumer behaviour and a child’s diet is 


food marketing. 


Across high-, middle- and low-income countries, 
children are becoming increasingly subjected 
to ubiquitous marketing strategies that have a 
powerful effect. Advertisements, food packag- 
ing that attracts children and digital campaigns 
all stimulate a preference for, and consumption 
of unhealthy food — particularly fast food, ultra- 
processed foods high in salt, sugar and/or fat, and 
sugar-sweetened beverages. All these conspire to 
increases the risk of overweight among children. 


According to the WHO Commission on Ending 
Childhood Obesity (the ECHO Commission), food 
marketing is directly linked to growing overweight 
and obesity and related harms to children’s health 
and nutrition: “There is unequivocal evidence 
that the marketing of unhealthy foods and sugar- 
sweetened beverages is related to childhood 
obesity.”°° For example, a survey of Australian 
children aged 10-16 showed that those who en- 
gaged with more food content online, especially 
video ads, were more likely to consume unhealthy 
food.” Several other systematic reviews have de- 
termined the extent, nature and impact of food 
marketing on children and subsequent reviews 
have reaffirmed these findings. 


Efforts by governments and civil society to pro- 
mote healthy diets in high-income countries face a 
steep challenge. The marketing of unhealthy food 
outstrips spending on healthier food or healthy 
food promotion in North America and Western 
Europe. In 2012, the amount spent on fast-food 
advertising in the United States was over 12 times 
the total spent on milk, water, vegetables and fruit 
combined. In the UK, unhealthy food advertis- 


ing spending is 30 times greater than spending 
by the government on healthy eating habits." A 
recent study conducted across 22 countries found 
that for every one advert for healthy foods, there 
were four promoting foods high in fats, sugar and 
salt - and marketing of these unhealthy products 
was most frequent during children’s peak viewing 
time." Globally, children are exposed to a huge 
volume of marketing for unhealthy foods and bev- 
erages, despite the implementation of self-regula- 
tory initiatives by industry. 


In-store marketing (retail marketing) also rep- 
resents a major threat to children. A recent study 
in Mexico shows that in-store techniques are 
used with the specific aim of attracting children to 
unhealthy foods, including, for example, the place- 
ment of products at children’s eye-level, promo- 
tions with prizes, and the use of licensed movie 
and cartoon characters." 


Lower-income countries represent an unprec- 
edented opportunity to the manufacturers and 
marketers of ultra-processed foods, fast food and 
sugar-sweetened beverages. From 2011 to 2016, 
fast-food sales grew by 254 per cent in Argenti- 
na, 113 per cent in India, 83 per cent in Viet Nam 
and 64 per cent in Egypt.'® Digital marketing is 
both more effective and pervasive than tradition- 
al methods using TV and print, raising concerns 
about the effects of food marketing. An analysis 
in Europe found that combining online marketing 
with other media increased the returns on TV and 
cinema advertising by around 70 per cent.’ Glob- 
ally, one in three internet users is estimated to be 
a child. In less developed countries, the internet 
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Aleksa, 8, and Kosta, 12, play games on their mobile phones in Belgrade, Serbia. Digital media magnify the reach and impact of marketing unhealthy foods 
to children. © UNICEF/UN040855/Bicanski 


is often predominantly accessed through smart- 
phones, giving food marketers a channel for adver- 
tising that is available to children almost all of the 
time." 


There are psychological, technical and structural rea- 
sons why digital media multiplies the channels for 
marketing, magnifying its reach and impact. First, 
digital media allows for ‘micro-targeting’ of mar- 
keting messages, reaching those most vulnerable. 
Second, digital media allows for ever-evolving, novel 
and creative approaches such as games, and peer 
photo- and video-sharing that creates immersive, en- 
gaging techniques that magnify their appeal. Third, 
invasive, immersive, entertaining, high-engaging and 
data-driven techniques are widely shared by children 
with their peers. 


In response to the growing influence of food market- 
ing, in May 2010, the 63rd World Health Assembly 


unanimously endorsed the WHO recommendations 
on the marketing of foods and non-alcoholic bever- 
ages to children.’ VWWHO urges Member States to 
restrict the marketing of unhealthy food to children, 
to promote better nutrition, and to contribute to the 
commitments to end childhood obesity. As opposed 
to voluntary self-regulation by the food industry, 
WHO recommends legally binding rules through 
legislation. 


A recent study evaluated food marketing policies and 
sales in 79 countries. Assessing regulations in force 
up to 2014, and food sales between 2002 and 2016, 
it found that unhealthy food sales increased where 
countries did not have unhealthy food marketing 
regulations, whereas unhealthy food sales reduced 
after such policies were implemented. Notably, 
countries with industry self-regulation policies also 
saw an increase in unhealthy food sales, whereas 
sales decreased where regulation was statutory.'°" 
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is a member of The Lancet 
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has contributed to the WHO's 
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PERSPECTIVE 


Grassroots activism in Mexico battles 


childhood obesity 


An epidemic of childhood obesity is 
sweeping the world. Consensus in 
the scientific community and among 
international organizations points to the 
mass introduction of ultra-processed food 
and sugar-sweetened beverages (SSBs) 
into our diets as the main reason. Yet 
scientific data revealing the damage to 
health caused by ultra-processed foods 
and recommendations by the World 
Health Organization (WHO) to reduce 
consumption of these products have been 
vigorously contested by major multinational 
food and beverage corporations. 


Non-profit organizations play a vital role 
in encouraging policies that take on 
these powerful forces to battle the global 
obesity epidemic. Academic institutions 
that generate research and evidence 
often do not have a prominent impact 
on influencing public policy. Research 
is published in scientific journals and 
often remains hidden from the legislative 
sphere. An alliance between academia 
and civil society can unlock change, with 
the latter lobbying for public policies based 
on evidence generated by the former. 


Non-profit organizations that fight for 
public health policies to combat obesity 
and regulations to create healthier 
environments for children are crucial 
for building discussion in the media and 
generating public opinion that is favourable 
to anti-obesity policies. 


Public campaigns, while lacking the 
vast funding that goes into advertising 
junk food and SSBs, provide information 
capable of generating a shift in public 
awareness and a sense of urgency to act 
to protect health, especially for children. 


In Mexico, we created a simple campaign 
in 2013 to show how much sugar there 
was in a single 600-ml bottle of SSB, 
the most popular container size. As of 
2011, Mexico was the world’s largest 
consumer of SSBs. The campaign 
presented the viewer with two images. 
In one ad, the caption read: “Would 
you drink 12 spoonfuls of sugar? Soda 
is sweet, diabetes isn't.” In the second 
ad, which showed an adult hand offering 
a soft drink to a boy and a girl, the text 
read: “Would you give them 12 spoonfuls 
of sugar? Why do you give them soda?” 
With billboards on the street and 
advertising in city metro stations, the 
information had a strong impact on a 
population that had no idea how much 
sugar these beverages contained. 


The campaign, which was accompanied 
by data on the growing consumption of 
SSBs and the rising number of diabetes- 
related deaths enabled us to present 
a proposal on levying a tax on these 
drinks. In 2014, we succeeded in having a 
special tax of about 10 per cent imposed 
on SSBs as part of Mexico's federal 
tax reform. 
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éLes darias 12 cucharadas de azucar? 


The demand for extra taxes on SSBs has been 
accompanied by a proposal for regulations to 
change the obesogenic environment for children, 
such as banning unhealthy food and beverage 
advertising to children and removing these products 
from schools. In 2014, we successfully advocated 
for legislation making school food and beverage 
guidelines mandatory, although the political will 
needed to enforce them has been lacking. Laws 
prohibit the advertising of these products to children 
on television and movies during certain hours and 
require food and beverage containers to bear front- 
of-pack (FOP) labels. 


However, these regulations are developed by an 
institution with a profound conflict of interest, and 
are influenced by the interests of the food industry. 
Thus, the FOP label, designed by the industry itself, 
is hard for consumers to understand, and the sugar 
criterion It recommends is actually a risk to health. 
Regulations on advertising to children are, in practice, 
a simulation: they do not cover the shows and times 
that children watch the most TV, and nor do they 
control advertising on the street, on the internet or 
other media, or the use of gifts and promotions that 
encourage children to consume unhealthy products. 


éPOR QUE 
LES DAS 


REFRESCO? 


© El Poder del Consumidor, Mexico 


In response, we filed multiple cases against the FOP 
label. Two of these cases were ruled in our favour, 
establishing that the FOP label was a violation to the 
right to healthy food, information and the best interests 
of the child. In parallel, the scientific community 
proposed a FOP warning label for unhealthy foods 
and beverages that clearly alerts the consumer if a 
product is high in sugar, fats or sodium. 


We also conducted a study to show that Mexican 
schools remain obesogenic environments, that the 
guidelines are not enforced, and that educational 
authorities must fulfil their obligation to guarantee a 
healthy environment for children. 


In some cases, such as in Chile, health authorities 
and legislators committed to the common good have 
pushed policies to battle the obesity epidemic without 
broad-based movement from civil society. However, 
in most cases, the actions of these organizations 
remain crucial in driving change. The partnership 
between civil society and academia requires a third 
partner who is essential to achieving the common goal 
— legislators and public officials who are committed to 
public health and who are willing to face down the 
powerful vested interests that stand in their way. 
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NEW AND IMPROVED 
DIGITAL HEIGHT BOARDS 


Collecting accurate data on 

young children’s height is 

challenging. A new digital 

height board, designed ‘ 
for children’s comfort — 
and to yield more precise 
measurements, is now being 
tested. Improved estimates 
will provide governments and 
practitioners with a bet : 
understanding of the rate at 
which children are growing. © UNICEF, 2019 


BETTER TASTING THERAPEUTIC FOOD 
FOR CHILDREN IN CAMBODIA 


One in three children under five in Cambodia is stunted 
or underweight, but only 6 per cent of children suffering 
from severe acute malnutrition receive treatment. To 
make therapeutic food more appealing and less expensive 
than imported milk-based products, the Cambodian 
Government's Department of Fisheries, France's Institut de 
Recherche pour le Développement and UNICEF developed 
Nutrix. Filled with micronutrients and designed to appeal 
to Cambodian children in taste, it is locally produced and 
made from fish, rice and beans. 


A NEW APPROACH TO PREVENTING CHILDHOOD OBESITY THROUGH AN INNOVATIVE PARTNERSHIP 


Any parent knows how difficult it can be to get children 
o eat healthy food. In 2018, Beko, the leading home 
appliance brand in Europe, launched #EatLikeAPro, a global 
initiative to help families encourage their children to eat 
better and prevent childhood obesity. Beko enlisted the 
help of star players from its partner FC Barcelona to share 
the stars’ favourite healthy eating stories and recipes on 
he #EatLikeAPro website to inspire parents to prepare 
healthier meals for their children. The campaign captured 
worldwide attention, generating 28 million views with a 
reach of over 140 million people. 


To amplify global awareness about the importance of 
healthy eating and introduce on-the-ground impact, Beko 
joined forces with UNICEF, which has been working with 
FC Barcelona since 2006 to promote children’s rights 
and education through sport. To raise funds, Beko and 
FC Barcelona took advantage of the more than 650 
million viewers of an El Clasico match and launched the 
#EatLikeAPro hashtag-sharing campaign. For every hashtag 
used, Beko donated 1 euro to UNICEF. The fund reached 1 
million euros in 11 days, with hashtag shares taking place 
in 167 countries. The funds are being used to support 
UNICEF programmes in six Latin American countries to 
address the root causes of the emerging overweight and 
obesity epidemic. 


© Marc Ensenyat 


In May 2019, with UNICEF's technical input and FC Barcelona 
and Barca Foundation collaboration, Beko surveyed over 
13,500 children between the ages of 6 and 10 in 18 countries, 
to find out whether they would eat healthier food if they knew 
their hero or role model did. An overwhelming 80 per cent of 
the children said they would. The consequent #EatLikeAPro 
online campaign features FC Barcelona player Gerard Piqué 
promoting healthy eating to primary-school children. The 
campaign registered over 15 million views in its first month.* 
Through this unique tripartite partnership, #EatLikeAPro 
has developed into an award-winning social campaign 
with global reach and importance. 


Social monitoring statistics supplied by Beko 
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USING Al-DRIVEN PHOTOGRAPHY 
TO DETERMINE MALNUTRITION 


The traditional approach of 
measuring a child's upper-arm 
circumference and weight- 
height ratio requires time, 
equipment and trained staff. 
Using new facial recognition 
and machine learning 
technologies, the Method for 
Extremely Rapid Observation 
of Nutritional Status assesses 
malnutrition in children aged 6-59 months in emergency 
settings without human assessment - or error. The algorithm 
estimates body mass index (BMI) by analysing a digital image 
of the child. (For their safety, the actual image is not stored.) 
This rapid and less intrusive tool is intended to complement 
rather than replace other measurements. 


© Kimetrica 


WHAT'S IN THIS? 
SCAN THE BARCODE AND FIND OUT 


From Australia to India to France, customers are using their 
smartphones to scan barcodes on packaged foods to find 
out how much sugar, salt and fat they contain. Nutritional 
information collected through the FoodSwitch app for over 
34,000 packaged foods was used to improve Australia’s Health 
Star Rating food labelling system for sugary packaged foods. 
In India, FoodSwitch was used to evaluate the healthiness of 
the packaged foods sold by the largest food manufacturers. 


Open Food Facts, an open-source platform that has nutritional 
information on over 75,000 products, entered by volunteers 
in 150 countries, was used by the French National Nutrition 
and Health Programme to validate its nutrition grading scoring. 
These consumer-generated databases are proving to be a 
more cost-effective alternative to purchasing data from market 
research companies. 


A DATA-DRIVEN RESPONSE TO THE TRIPLE BURDEN IN INDIA 


India’s Comprehensive National Nutrition Survey (CNNS), 
which ran from 2016 to 2018 across all states, was the 
biggest ever nationwide effort to paint a detailed picture of 
the nutritional status of pre-schoolers, school-age children 
and adolescents up to 19 years old. 


For the first time, the extent and severity of micronutrient 
deficiencies, information on fat distribution and nutritional 
risk factors for non-communicable diseases (NCDs) and 
links between children’s nutritional status and their cognitive 
development were assessed in a single survey. As well as 
being unprecedented in scale, the CNNS used innovative 
data quality assurance measures, including SMS-based 
monitoring and gold-standard methods for biological sample 
collection and laboratory testing. 


Notable findings from the survey, which was made possible 
through a philanthropic partnership with Megha and Aditya 
Mittal, included seasonal variations in vitamin A deficiency, 
a large disparity in anaemia prevalence between girls and 
boys, and evidence that overweight and obesity, as well 
as the threat of diabetes, are on the rise among school- 
age children. 


© UNICEF/UN052963/Matta 


These findings have informed India’s ambitious child nutrition 
programmes. They also provide the basis for potential 
new policy recommendations, including scaling up dietary 
diversification and food fortification to address vitamin A 
deficiency, tackling the triple burden of malnutrition and 
starting programmes in the early years to instil healthy 
lifelong eating habits. 
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Two girls buy guava fruits at Honiara Central Market, Guadalcanal, Solomon Islands. © UNICEF/UN0343034/Naftalin 
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5 Collect, analyse and use quality data and evidence 
regularly to guide action and track progress 
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Introduction 


Nutrition is a basic building block in a 
child's life. Every aspect of childhood 
— from development in the womb, to 
playing and exploring in infancy and 
early childhood, and from learning in 
school, to preparing for adulthood and 
employment — is built on a foundation 
of good nutrition. For those suffering 
from malnutrition, every challenge in 
life becomes more difficult and every 
opportunity harder to grasp. Amid 
growing concern about how the world 
is feeding itself, this report proposes 
an agenda for every child to eat well. 


This report began by defining malnutrition 
as “lack of proper nutrition, caused by not 
having enough to eat, not eating enough 
of the right things, or being unable to use 
the food that one does eat.” Globally, one 
in three children under 5 is not growing 
well because of malnutrition and two in 
three are at risk of malnutrition because 
of the poor quality of their diets. 


The nature of malnutrition is also evolving 
as family diets become determined by 
ever more globalized and commercialized 
food systems. Food systems are failing 
children and urgent transformation is 
needed. Children’s unique nutritional 
needs during the various stages of life 
must be at the heart of the food system 
transformation and a priority for all actors 
involved in the provision of nutritious, 
affordable, safe and sustainable diets. 


This report comes at a time of concern 
not only about the ability of the world 
to produce enough nutritious food for 
everyone, but also about its capacity to 
do so sustainably in ways that protect 
the planet. This report is unique in its 
call to put children first, at the centre 


of the world’s food and nutrition 
challenge. However, amid this wave of 
interest, we would do well to remember 
a proverb from Nigeria: Fine words 

do not produce food. Words aren't 
enough. Our response to children’s 
malnutrition must be grounded in action. 


First, our response must recognize the 
right of children to food and nutrition as 
a human right. Thirty years ago, with 
the signing of the Convention on the 
Rights of the Child, world leaders came 
together to commit to the right of every 
child to enjoy a full childhood. Still today, 
far too many children are robbed of 
their present and their future because 
of malnutrition. UNICEF calls on all 
actors to put children first and combat 
malnutrition by recommitting to the right 
of all children — without exception — to 
food and nutrition as a human right. 


Second, women and children’s well-being 
must be at the heart of government 
policy. When it comes to ensuring healthy 
diets, governments have a critical role 

to play through policy, regulation, quality 
assurance and effective programmes. 
These commitments — and the financial 
investments associated with them 

— should be grounded in evidence 

and linked to a set of clear targets 

and accountability metrics for each 
stakeholder. Progress towards food 

and nutrition targets should be regularly 
tracked, shared, acted on and celebrated. 


Third, putting children at the centre of 
food systems requires a multi-pronged 
approach: stimulating demand for healthy 
options, strengthening the supply of 
nutritious foods, and improving children’s 
food environments. Experiences from 


Fine words do not 
produce food. Words 
aren't enough. Our 
response to children’s 
malnutrition must be 
grounded in action 
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Dr. Pakirova prepares dinner for her 
family in Kyrgyzstan‘s Chon Alai district. 
© UNICEF/UN0146971/Voronin 
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an increasing number of countries 
provide examples of what works, but 
better data and evidence are needed 
to monitor performance, document 
lessons and improve actions at scale. 


Finally, our response must go beyond 

the food system itself and be supported 
through the efforts of other systems. We 
have seen how four systems — health, 
water and sanitation, education, and 
social protection — can work together with 
the food system to support children’s 
nutrition in diverse contexts. It's time to 


enhance these interventions to scale up 
the impact for nutrition. The importance 
of nutrition to children’s development 
and well-being, and the growth and 
development of national economies and 
human capital, mean that we must put 
nutrition at the core of how we address 
wider challenges such as in health, 
education, poverty reduction and equity. 


To guide the response to children’s 
malnutrition, this report proposes 
the following Agenda to Put 
Children’s Nutrition Rights First. 
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1 | Empower families, children and young people to demand 


nutritious food 


Demand affects supply because food 
producers respond to consumer behaviours 
and aspirations. When healthy options 

are affordable, convenient and desirable, 
parents and caregivers make better food 
choices for children. As children grow 
older, they make more food choices, so 
knowledge and information can make them 
powerful agents of change. Stimulating 
demand for nutritious foods means not 
only educating consumers on the benefits 
of a healthy diet, but also leveraging 
cultural and social aspirations to change 
behaviours and practices. 


>» Understand and leverage family 
and community dynamics. Family 
and community dynamics, including 
intrahousehold distribution and the 
utilization of foods, can vary greatly. 
Evidence consistently shows that 
when women have more education, 
decision-making power and control 
over the household's income, they 
tend to choose healthier foods 
and feeding practices for their 
children. One area of constraint is 
that food preparers in households 
can lack the skills to create meals 
that meet the nutritional needs 
of children. It is also important to 
engage fathers and the extended 
family to support women’s multiple 
roles, especially women in the 
formal and informal workforces. 


> Improve nutrition education to 
enable better lifelong dietary 
habits. Nutrition education starts 
at home, continues in school, and 
should be reinforced by public 
communication campaigns. It 
should also be incorporated in 


the health and social protection 
systems. Parents need to be 
educated about nutritious foods 
and healthy feeding practices 

for their children and the risks of 
over-consumption of unhealthy 
foods. Education should extend 
beyond the benefits of healthy 
foods to behaviour change and 
empowerment, especially for school- 
age children and adolescents, who 
are themselves agents of change. 


Improve the desirability of 
healthy foods. Innovative, 

fun, memorable and engaging 
communication strategies to 
promote healthy eating — including 
but not limited to campaigns — can 
leverage the social and cultural 
aspirations of children, adolescents 
and parents. These strategies 
should capture parents’ interests 
and aspirations, such as physical 
growth, brain development and 
school performance, as well as the 
interests and aspirations of school- 
age children and adolescents, such 
as sport, appearance, strength, pop 
culture, social media and more. 


Use proven legislation to reduce 
demand for unhealthy foods. 

In certain circumstances, specific 
taxes on unhealthy foods, such as 
sugar-sweetened beverages, can 
reduce demand for these products 
by making them relatively more 
expensive than healthier alternatives. 
Combined with nutritional 
education, these tools have proved 
effective drivers towards more 
nutritious diets for children. Mf 
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2 | Drive food suppliers to do the right thing for children 


It's not enough that children and families 
demand healthy food — it must also be 
available, affordable, safe and convenient. 
Food producers and suppliers have a key 
role to play, and governments can set 
standards to create a level playing field 

for all producers and suppliers, ensuring 
that their actions align with children’s best 
interests. Food systems are diverse, and 
so are the solutions. In non-industrialized 
food systems, for example, smallholders 
can be supported to raise their productivity; 
in industrialized food systems, stronger 
market linkages and incentive structures 
can improve the availability and 
affordability of fresh and healthy foods. 

All food systems need to move towards 
environmentally sustainable production and 
consumption to protect children’s nutrition 
today and in future generations. 


>» Provide economic incentives, 
and eliminate disincentives, 
for producers to supply more 
nutritious children’s foods. 
Policymakers can incentivize food 
producers to supply nutritious, safe 
and affordable foods to children 
while eliminating subsidies for sugar, 
refined grains and processed oils. 
As the complementary feeding 
period (6-23 months) is particularly 
important for children’s growth and 
development, food producers should 
be discouraged from marketing 
nutrient-poor, sugar-rich and highly 
processed foods as suitable for this 
age group. Incentives should also 
seek to increase the proportion 
of fresh fruits and vegetables 
available at markets, Supermarkets 
and other points of sale, especially 
in low-income communities and 
food deserts. Business-friendly 
policies, such as reduced rents, 


tariffs and utilities, can be used to 
reward companies that produce 
and market healthy foods. 


Invest in the modernization of 
infrastructure and transport 
chains to reduce food and nutrient 
losses and improve food safety, 
especially in rural areas. Many of 
the foods that children need most, 
including fruits, vegetables, and 
foods of animal origin such as fish, 
eggs, milk and dairy, are also highly 
perishable. Where infrastructure 

is poor, much is lost to spoilage 

and contamination, driving up the 
price and reducing availability and 
affordability. Children’s diets often 
then turn to highly processed foods, 
which are less expensive and have a 
longer shelf-life. Investments by the 
food industry and governments in 
storage, packaging, processing, cold- 
chain logistics and other infrastructure 
to bring healthy foods to market can 
reduce both the costs to producers 
and the prices faced by families. 


Strengthen policies, strategies 
and programmes to enhance 
the resilience of the food supply 
in crisis-prone areas and fragile 
contexts. In humanitarian settings, 
children always suffer the most. 
Appropriately formulated, ready-to- 
prepare fortified complementary 
foods have a critical role to play 

in supporting optimal growth 

and development in infants and 
young children, as do ready-to-use 
therapeutic foods (RUTF) for the 
treatment of acute malnutrition in 
children. Governments of crisis- 

hit areas should ensure that such 
foods are readily available through 


either facilitating local production 

or removing barriers to import. 
Investment in well-designed social 
protection programmes can ensure 
that women and children living in 
vulnerable households have access 
to more nutritious and diverse diets. 


Reduce the environmental 
impact of food production 

for today’s and tomorrow’s 
children. There are clear linkages 
between food production and 
consumption, environmental 
sustainability, and the impact on 


05 | AN AGENDA TO PUT CHILDREN'S NUTRITION RIGHTS FIRST » 157 


children’s nutrition and health. 
Robust interventions are needed to 
reduce the environmental impact of 
food production and consumption 
in ways that evidence shows 

are harmful to children, including 
greenhouse gas emissions, fossil 
fuel use, pesticide use and fertilizer 
run-off. Production systems such 
as agroecology, agroforestry, 
intercropping and integrated 
crop-livestock management can 
enhance the sustainability and 
biodiversity of food systems 

for generations to come. @ 


3 | Build healthy food environments for all children 


The personal and external food 
environments are where children and 
their caregivers interact with the food 
system. While the forces of supply and 
demand shape food environments, 
context-appropriate actions such as 
protection against exploitative marketing 
and mandatory labelling can help create 
food environments that are conducive to 
nutritious diets for children. 


> 


Create environments conducive 
to healthy breastfeeding 

and complementary feeding 
practices. Strictly enforce the 
International Code of Marketing of 
Breast-milk Substitutes and hold 
violators accountable. Promote 
supportive policies for mothers, 
parents and families, including 
maternity leave and the provision of 
time and spaces for breastfeeding 
in the workplace and in public 
places. Stimulate the availability, 
accessibility and affordability of 
easy-to-prepare complementary 


foods at points of sale, particularly in 
low- and middle-income countries. 


Enhance the transparency 

of nutritional information 
through front-of-package food 
labelling. Governments should 
mandate front-of-package food 
labelling, especially for foods 

that are marketed to children or 
marketed as suitable for children. 
Labelling can raise awareness 

of the nutritional value of foods, 
promote behaviour change among 
parents, adolescents and children, 
and stimulate businesses to work 
towards product transformation by 
adding healthier ingredients and 
removing unhealthy ingredients. 
To be effective, such labels need 
to be prominent and instantly 
readable. Quality seals and similar 
highly visible certifications can 
also be awarded to vendors 

that provide healthy options 

and food choices for children. 
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> Regulate the marketing of 
unhealthy foods to children. 
Children everywhere should be 
protected against the impact of 
harmful and exploitative marketing 
and advertising of unhealthy 
foods. Regulations should target 
advertising on television, and 
in games, movies, books and 
social media for all age groups, 
as well as businesses and 
restaurants that give away toys 
to market unhealthy foods. 


>» Reduce obesogenic influences 
around places designed for 
children, particularly schools. 


For many children, schools 
provide their first regularly 
consumed meals outside 

the home. Governments and 
ministries of education need to 
take steps to combat obesogenic 
food environments, including 
ensuring that school meals are 
nutritious and diverse, limiting 
the sale and advertising of sugar- 
sweetened beverages and foods 
high in unhealthy fats, sugar and 
salt in proximity to schools and 
playgrounds, and ensuring that 
adequate time during the school 
day is set aside for active play 

in safe recreational spaces. ™ 


4 | Mobilize supportive systems to scale up nutrition results 


for all children 


While the food system is a critical 
pillar for the provision of healthy 
diets for children, four other key 
systems must be mobilized to deliver 
nutrition services, improve nutrition 
practices and achieve nutrition 
outcomes at scale. In addition to 

the food system, the health, water 
and sanitation, education and social 
protection systems must all deliver 


interventions in a coordinated fashion. 


A systems approach ensures that 
children and families have access to 
healthy diets and receive the nutrition 
services children need to grow and 
develop to their full potential. 


> The health system. Actions 
need to be integrated into the 
health system to ensure that 
children survive, grow and 


develop to their full potential. 
Investment in the nutritional 
knowledge and skills of health 
workers, the frontline between 
the health system and families, is 
particularly important. Preventive 
care against malnutrition, such as 
early initiation of breastfeeding, 
counselling and support for 
exclusive breastfeeding, 
complementary feeding and 
maternal nutrition, are essential 
services that should be delivered 
during pre- and post-natal 
healthcare visits. Screening and 
treatment for anaemia, vitamin 

A deficiency, growth failure and 
excessive weight gain also require 
health system skills, Support 

and supplies. Finally, given the 
high mortality risk associated 
with wasting, governments 


should systematically 
integrate into routine services 
the early detection and 
treatment of children with 
life-threatening wasting. 


The water and sanitation 
system. The water and sanitation 
system is critical to ensuring 
children have access to safe 


drinking water and safe sanitation. 


Such access is essential to 
ensure a healthy diet, protect 
children from infection and 
enteropathy to ensure their 
bodies can utilize nutrients, and 
to prevent stunting, wasting 

and other forms of malnutrition. 
Governments should support the 
construction of improved latrines 
and reduce the distance that 
women and children must travel 
to access safe drinking water 
and toilets. While investments 

in infrastructure are important, 
behaviour change communication 
for optimal feeding, safe food 
handling and handwashing with 
soap at critical times should be 
mainstreamed in communities 
and schools, targeting parents 
and children from a young age. 


The education system. The 
education system can deliver a 
number of nutrition interventions 
to support healthy diets and 
good nutrition for children and 
adolescents. In both formal and 
informal education settings, 
nutrition education from as early 
an age as possible should ensure 
that children and their caregivers 
are empowered to make healthy 
food choices. Schools should 
create healthy food environments 
for children and adolescents, 
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which includes ensuring the 
availability of safe drinking water 
and limiting the availability of 
obesogenic influences within 
schools and school zones. In 
some contexts, school feeding 
programmes may be useful in 
providing nutritious meals to 
vulnerable children. The education 
system can play a key role in the 
delivery of integrated programmes 
for the prevention of iron 
deficiency and anaemia through 
the provision of micronutrient 
supplements, deworming 
prophylaxis and counselling on 
healthy eating, for example. 


The social protection system. 
The social protection system 
forms a crucial safety net to 
protect the nutrition and well- 
being of children and women from 
the most vulnerable families in 
society and those suffering from 
social exclusion and poverty. In a 
direct way, the social protection 
system can ensure children’s 
access to nutritious and diverse 
diets through food transfers, 

food vouchers or cash transfers. 
Social protection programmes 
can also secure access to 
nutrition services through the 
health system, such as pre- and 
post-natal care and nutritional 
counselling to mothers (including 
those of malnourished children) 
and through the education system 
using school-feeding vouchers, 
for example. In addition, the 
social protection system is 
essential to support children’s 
and households’ food security 

by preventing the depletion of 
productive assets in emergencies, 
such as livestock and seeds. 
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5 | Collect, analyse and use good-quality data and evidence 
regularly to guide action and track progress 


Accurate and timely data are required 

to understand the malnutrition problem, 
to take coordinated, evidence-based 
action, and to hold all actors — public and 
private — to account. Yet the scarcity 

of data remains a major barrier that is 
preventing governments from responding 
with effective policies, strategies and 
programmes. Data collection methods 
and frequency must be transformed to 
expand what we know about the diets 
and nutrition of children, adolescents and 
women across the lifecycle, extending 
beyond the traditional focus on the first 
1,000 days. Action to improve malnutrition 
requires responsive data systems and a 
culture of data-sharing and transparency. 


> Set targets for, and track 
progress on, complementary 
feeding for infants and young 
children. 
It is vital to address the absence of 
global targets for improving the diets 
of children and feeding practices 
in the crucial complementary 
feeding period. Global and national 
targets for continued breastfeeding, 
complementary feeding and healthy 
diets should be set. These targets 
should use standardized indicators 
that can be regularly collected 
in national nutrition data and 
information systems and Surveys. 
Indicators and targets should focus 
on improving positive practices, such 
as increasing the consumption of 
fruits and vegetables and achieving 
minimum dietary diversity, as well 
as reducing negative behaviours 
such as the consumption of ultra- 
processed foods. Tracking both 
healthy and unhealthy feeding 


patterns is essential to assess 
how well the food system 
is delivering for children. 


Improve metrics, data collection 
and targets for children’s diets and 
nutrition during the school-age 
years and through adolescence. 
Data on older children and adolescents 
are scarce and often of poor quality. 
Addressing this knowledge gap 
demands increased attention. Dietary 
and nutritional data for school-age 
children and adolescents are important 
not only to understand the geographic 
and socio-economic distribution of 
eating patterns and different forms of 
malnutrition in middle childhood and 
adolescence, but also to understand 
who and what influences dietary 
choices — if choices do exist — in this 
age group and to design effective 
interventions that target school-age 
children and adolescents. As is the 
case with complementary feeding, 
global and national targets for the 
nutrition of school-age children 

and adolescents are imperative 

if progress is to take place. 


Support the development 

of novel analytical tools and 
methodologies for studying 
dynamic food systems and 
identifying the factors affecting 
children’s diets and nutrition. 
Industrialized food systems are 
characterized by complexity and 
rapid change. Putting children at 
the centre of food systems requires 
a new Set of analytical tools and 
methodologies to understand 

how production and consumption 


choices are made, how children’s 
food environments are shaped, 
and how different actors and 
stakeholders — public and private 

— interact. A range of established 
and innovative tools — including 
household surveys, food mapping 
and food system dashboards — can 
enable policymakers to compare 
their food system with those of 
other similar countries and identify 


key challenges and prioritize actions. 


Set targets and improve data 
collection to measure the 
coverage and equity of essential 
nutrition services delivered 
through the health, water and 
sanitation, education and social 


protection systems. Globally, 
much of the data in the area of 
children’s nutrition relate to services 
delivered through health system 
interventions and contacts. Given 
the important role of other systems 
in supporting children’s nutrition, 
improved monitoring is needed 

of the interventions and actions 
delivered through all programmes 
and delivery platforms. Data 
systems and capacities should be 
strengthened to monitor newly 
developed indicators and targets for 
the coverage and equity of essential 
nutrition interventions. This is an 
essential step in ensuring that a 
transparent public accountability 
system is put in place. 


A child is weighed during a routine 
growth monitoring session at the 
Centre for the Protection of Mother 
& Child Health. Tunis, Tunisia. 
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Better data, better diets 


Az Se 
Like the challenge of malnutrition itself, data on child nutrition - what is tracked, 
analysed and compared across geographies and populations - are evolving. The 
global dietary shift and the triple burden of malnutrition are increasing the need for 
more data, while technologies are opening opportunities for new understanding. As 
addressing malnutrition becomes more holistic, with a focus on systems that cut 
across sectors and take into account food environments and consumer behaviour, 
a wider range of actionable data is needed. 


Using data and evidence to shape decision- 
making for policies and programming Is crucial 
to improving the lives of children. Unfortunately, 
current data gaps, particularly on the nature and 
quality of children’s diets around the world and 
across the life course, make the prevalence, 
nature and scope of malnutrition difficult to 
understand. The broader food environment 
in which dietary decisions are made is also 
poorly understood, highlighting the need for 
new tools to better understand children’s diets. 
Methods to measure food availability, access, 
affordability, demand and use as a set of inter- 
related factors that influence children’s diets are 
needed, along with tracking and understanding 
the nutrition transition as unhealthy diets 
become more prevalent worldwide. 


However, the potential impact and effectiveness 
of data do not lie only in tracking more indicators 
or producing more surveys: the analysis and 
use of existing data to drive policy advocacy 
and programme design and implementation 
is vital. This effort must also be linked to the 
development of global and national targets for 
improving children’s diets and feeding practices. 


Data on children under 5 


Most data on nutrition for low- and middle- 
income countries relate to children under 5. 
Given the influence of the first 1,000 days on 
lifelong nutrition, health and economics and 
the amount of programming on early childhood 


nutrition globally, this isn’t surprising. Indicators 
for this age group include: 


>» prevalence of low birthweight, stunting, wast- 
ing, and overweight 


» rates of early, exclusive and continued breast- 
feeding 


>» timely introduction of complementary foods 
> minimum meal frequency 


> minimum diet diversity and minimum accept- 
able diet for ages 6-23 months 


>» vitamin A supplementation coverage, among 
others. 


In low- and middle-income countries, stunting 
and overweight among children under 5 are 
tracked closely at the national level, albeit with 
varying frequency. Some countries invest in 
annual data collection, while others collect data 
every three to five years. Wasting, on the other 
hand, is a condition that can change seasonally 
and rapidly, so trends over time can be difficult 
to identify, although snapshot data are tracked 
through Multiple Indicator Cluster Surveys (MICS) 
and Demographic and Health Surveys (DHS), 
among others. With current data, countries and 
regions can be compared, but sub-national data 
by household wealth and geographic and sex 
differentials, available in some countries, can 
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reveal important disparities that inform policy and 
local implementation. In high-income countries, 
on the other hand, these nutrition indicators tend 
to be lacking for children under 5 since they are 
either not collected systematically or not routinely 
reported in a comparable way. 


Data gaps on the nutritional status of 
school-age and adolescent children 


The nutritional status of older children is less 
well understood and tracked. The WHO/CDC 
Global School-Based Student Health Survey asks 
adolescents aged 13-17 about some aspects 
of their dietary behaviour (consumption of 
fruits, vegetables, soft drinks and fast food) and 
physical activity (physical education and cycling/ 
walking to school), and indicators on overweight 
and thinness are tracked. However, these data 
are based on self-reported height and weight in 
European countries, which could underestimate 
obesity rates because of social desirability bias." 
Additionally, the overarching gap is that a child's 
nutritional well-being throughout the life course 
is not tracked systematically. There is currently 
no standardized set of recommended indicators 
to be collected routinely through administrative 
systems, and no surveys at the country level. 


Dietary habits and food intake 


Another major gap is the lack of whole-of-diet 
data on what children, adolescents and women 
actually eat, and a dearth of data on micronutrient 
malnutrition. Without more knowledge on 
patterns and distributions of dietary habits, it is 
difficult to establish dietary priorities and goals. 


Feeding practices for young children and mothers 
are tracked through household surveys, with 
the indicators for minimum dietary diversity 
(percentage of children 6-23 months of age who 
received foods from five or more food groups 
the previous day) and minimum acceptable diet 


(number of children aged 6-23 months of age 
who had at least the minimum dietary diversity 
and meal frequency the previous day). 


However, including diet diversity indicators — 
tracking how much and how often foods of various 
kinds are consumed, weighted by nutritional 
value — in more surveys for a broader range of 
children would provide a better understanding of 
malnutrition. These indicators have been found to 
be powerful predictors of economic status and 
malnutrition (both stunting and wasting). 


Gathering reliable information on what children, 
adolescents and women eat is fraught with 
challenges. One example in data collection among 
school-age children is their limited cognitive 
ability to self-report their food intake. Some 
questionnaires can also be quite long, straining 
children’s shorter attention spans. Many studies 
rely on questionnaires completed at school by 
children with little involvement of their parents. 
School-age children have been known to under- 
report or over-report their dietary intake, limiting 
the reliability of some data. 


Surveys of adolescents are hampered by their 
lack of motivation to respond to voluntary 
questionnaires and body image issues. Under- 
reporting and misreporting of food intake 
are common among overweight and obese 
adolescents. 


Finally, food composition databases, which give 
(not always accurate) estimates for energy and 
macro- and micronutrient levels in common 
local foods, are either unavailable at the country 
level or not uniform across countries, making 
cross-country comparisons difficult. They do not 
adequately address the special needs of young 
children. In many studies, global food composition 
databases are modified to accommodate country- 
specific foods, again making comparisons 
unreliable. 


164 


UNIGER STE STATE OF THE WOREDES CHILDREN 20119 


Peter Bakker 
President and 
CEO, 

World Business 
Council for 
Sustainable 
Development 


Peter Bakker is President 
and Chief Executive 
Officer (CEO) of 

the World Business 
Council for Sustainable 
Development (WBCSD), 
a global, CEO-led 
organization of over 

200 leading businesses 
working together to 
accelerate the transition 
to a sustainable world. 
WBCSD member 
companies come from 
all business sectors and 
all major economies, 
representing a combined 
revenue of more than 
US$8.5 trillion and with 
19 million employees. Mr 
Bakker is a distinguished 
business leader who, 
until June 2011, served 
as Chief Finance Officer 
and then CEO of TNT 
NV, the global transport 
and logistics company. 


PERSPECTIVE 


Working together to deliver healthy people 


and a healthy planet 


It is painfully visible that our food system is 
broken. Our future depends on our ability to 
create a food system that supports healthy 
people and a healthy planet. Current food 
systems are outstripping the resources of 
the planet, while diets are resulting in global 
health crises of both over- and undernutrition. 
All this will be amplified by continued popu- 
lation growth and changes in dietary habits. 


The private sector is often seen as part of the 
problem, but | believe it can play a pivotal role 
in providing solutions. Take food processing 
for example: it can deliver high-quality food 
that extends the life of fruit and vegetables, 
thus reducing food waste. It can make 
healthy foods available all year round in en- 
vironmentally challenged communities such 
as the Sahel region. In addition, when food 
is produced responsibly, the environmental 
impact of agricultural practices can be kept 
to a minimum or even be regenerative. 


Nearly all food consumed around the world is 
produced, processed or supplied by business, 
ranging from smallholder farmers and family 
farms to large, multinational companies. This 
provides business with a unique opportunity 
and ability to improve children’s health and 
quality of life by creating more healthy, enjoy- 
able food for all, that is produced responsibly 
and sustainably. 


There is a clear business imperative to help 
meet the nutritional needs of children: mal- 
nutrition contributes to reduced productivity, 
and rising health, insurance and environmen- 
tal costs, as well as vulnerable supply chains, 


which all have a direct impact on the bottom 
line. As populations grow and diets evolve, 
there are growth opportunities for compa- 
nies that move first and create new markets 
for healthy food. 


Food companies can help nudge parents 
and children towards healthy and sustainable 
food options. For example, advertising and 
in-store marketing are powerful tools that af- 
fect consumer behaviour. At the same time, 
business also needs to show restraint in 
advertising directly to children, because they 
are particularly susceptible to commercial 
messages. At the World Business Council 
for Sustainable Development (VWWBCSD), we 
are helping businesses to accomplish this, 
for example by developing a country-level 
project that includes a toolkit on marketing 
and advertising products containing less 
sugar. 


Public education campaigns play an impor- 
tant role as well. A combination of policy, 
information and community engagement is 
required to reach everyone, including those 
living in disadvantaged communities. 


We must also focus more on the environmen- 
tal impact of food production. As we move 
towards the limits of the natural resources 
our planet can provide, diets need to be 
adjusted. Initiatives such as the EAT-Lancet 
Commission report, the FABLE Consorti- 
um’'s national country modelling, the Food 
Systems Dialogues, and the Food and Land 
Use Coalition are at the forefront of solving 
this challenge. Many leading businesses 


support and encourage their evidence-based work, 
using it to inform business strategy and actions. 


Finally, healthy and sustainable food must be 
accessible and affordable. We cannot reinforce 
socio-economic inequities in feeding our children. 
Unfortunately, even in areas where food is widely 
available, healthier and more sustainable options are 
often more expensive. Moreover, many smallholder 
farmers don't have sufficient food remaining from 
their harvest, or enough money to purchase diverse 
healthy foods. 


From a business perspective, today’s children are 
tomorrow's farmers and company workers. Failing 
them is not an option, yet we are on a path to do so. 
We need to react urgently, and business must make 
bold strides to contribute to finding solutions. 


At WBCSD, we're bringing together companies that 
are taking a leadership role to explore, develop and 
scale up solutions. Many of our member companies, 
individually and through WBCSD programmes and 
projects, are innovating to shift towards healthy diets 
Our organization calls on business to transform the 
food system to achieve a vision of healthy people 
and a healthy planet, by: 
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>» ensuring food and nutrition security in the supply 
chain 


> making healthy, nutritionally appropriate and 
sustainably produced foods accessible and af- 
fordable to children and their families 


> using the power of marketing responsibly by 
rebalancing marketing spending on healthy offer- 
ings, providing actionable information and making 
healthy options easily accessible 


>» engaging in platforms that convene business, 
government, science and civil society to trans- 
form the food system. 


There is no silver bullet to solve malnutrition and only 
a collaborative and holistic approach will successfully 
transform the food system. 


There is a massive urgency to act NOW: we have 
to build momentum for our children and our planet. 
Research published by the EAT-Lancet Commission 
has provided targets against which we can take 
aligned action. Let’s work together to transform 
the food system and achieve our vision for healthy 
people and a healthy planet. Hf 
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Methodologies for The State of the World's 
Children 2019 workshops 


Methodology 


The State of the World's Children 
2019 workshops used a distributed 
data-gathering process to collect 
adolescents’ and mothers’ insights, 
perceptions and experiences of 
food and nutrition. This process was 
co-designed by a team at Western 
Sydney University (WSU) and UNICEF 
and has been used previously in a 
range of international, child-centered 
research and child consultation 
projects, including for The State of 
the World's Children 2017 report. 


The process engaged representatives 
from UNICEF country offices and 
national committees to deliver five- 
hour, face-to-face workshops with 
adolescents aged between 14 and 

16 (although a number of participants 
were older or younger than this), and 
with mothers of babies and infants who 
were still receiving complementary 
feeding. The workshops used a range 
of creative activities to elicit responses 
from participants. These focused on 
themes identified by UNICEF, WSU 
and an advisory board (see Table A7). 


Before organizing the workshops, 
facilitators received a detailed guide 
and participated in a 90-minute 
training webinar to learn about 
workshop recruitment, content 

and administrative processes. 


By the end of July 2019, workshops had 
been held in 18 countries: Afghanistan, 
Australia, Bangladesh, China, Egypt, 
Ethiopia, Ghana, Guatemala, India, 
Indonesia, Kyrgyzstan, Mexico, Nigeria, 
the Philippines, Serbia, the Sudan, 

the United States and Zimbabwe. 


With one exception, each country 
hosted four workshops, and in total, 
48 workshops were hosted for 464 
adolescents and 328 mothers (five 
countries are missing from this 
analysis). The average workshop size 
was 16.5 participants. Participating 
country offices and national 
committees recruited a diverse 


sample of participants, and some 
also ran workshops with specific 
groups, for example, internally 

displaced refugees in the Sudan. 


The research received ethics 
approval from Western Sydney 
University’s Human Research Ethics 
Committee (Approval No. H11101). 


Support for the project was provided 
by the Government of Norway. 


Data collection and analysis 


Data and analysis from the 
workshops are not statistically 
representative. Rather, the aim 
was to enable adolescents and 
new mothers to describe in their 
own words their perceptions and 
experiences of the foods they eat 
and their ideas about nutrition. 


The bulk of the data collected was 
qualitative. Participants worked 
individually and in groups to 
complete surveys, short-answer 
questions, creative exercises (é.g., 
drawing), scenario-based exercises 
and small-group discussions. The 
data gathered consisted of paper- 
based surveys, diagrams, drawings, 
written text and photographs. 


Research materials were supplied 
in English. Where required, the 
staff of country offices translated 
materials into local languages 
before administering workshops. 

All non-English content generated 
by participants was translated into 
English by the staff of participating 
offices. Analysts had access to both 
the translated and original versions. 


All the data were digitized by 
participating offices and uploaded 
to secure digital repositories. The 


data were then collated and analysed 


by the WSU team, both manually 
and using analysis software. 


Thematic analysis was applied 
as the primary technique for 
understanding the data. 


During data entry, individual 
researchers categorized relevant data 
blocks (e.g., phrases, quotes and 
sentences) according to the existing 
themes, and also derived new themes 
generated by the data. The team then 
reviewed and discussed relevant data 
and individual analyses, checking 

and refining their interpretations. 
Analyses were summarized and 
presented using quotes and images 
from participants, synopses (i.e., core 
insights and ideas derived from the 
data), and charts and graphics depicting 
key concepts and general trends. 


Companion reports containing more 
extensive results and analysis from the 
workshops will be published in 2020. 


Dietary coding 


The evidence-based dietary guidelines 
of the governments of the United 
States and Australia respectively 
were used to code the data.''* These 
guidelines provide a grouping of 
foods that are recommended for 
daily consumption (core foods) for 
nutritional adequacy and growth, 

and additional food groups identified 
as being suitable for occasional 
consumption (non-core foods) to 
prevent diet-related chronic diseases. 


A point of difference from these 
dietary guidelines in our coding is 
the separation of animal-based and 
plant-based protein. This separation 
was to specifically explore where 
and when participants did or did 

not have access to animal-based 
protein. With an association shown 
between children who do not consume 
adequate amounts of egg, meat and 
dairy and higher risks of stunting, 
the identification of this distinction 
in protein sources Is important.? 
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Workshop themes 


Adolescents Mothers 


Diet and nutritional intake 

Health and body imagew 

Food marketing 

Food influences and environments: school 
Food influences and environments: home 
Barriers to healthy eating 

Food culture and special occasions 

Food sourcing and preparation 


Children’s dietary intake 

Mothers’ dietary intake 

Influences on mothers’ feeding decisions 
Feeding outside the home 

Information sources for feeding 

Barriers faced by mothers feeding their babies 
Feeding toddlers 

Sourcing and preparing family meals 


Core Foods 

Grains (e.g. breads, breakfast cereals, grains, noodles, pasta) 
Animal protein (e.g. lean meats, lean poultry, fish, seafood, eggs) 
Plant protein (e.g. nuts, seeds, legumes, beans, tofu) 


Dairy (e.g. milks, yoghurt, cheese) 


Vegetables (e.g. dark green or cruciferous, root, tubular and bulb vegetables, legumes, beans) 
Fruits (e.g. citrus, pome, tropical, berries, stone, figs, grapes, lychees) 
Unsaturated fats (polyunsaturated fats, mono-unsaturated fats) 


Non-core Foods 


Higher added sugars (e.g. honey, jams, marmalade, sugar, sugar confectionary, syrups) 
Higher saturated fat and sodium (e.g. bacon, cream, commercially fried foods, commercial burgers) 
Higher saturated fat and added sugars/sodium (e.g. biscuits, cakes, chocolate) 


Soft drinks Fruit juices, cordials 
Caffeine Water 
Alcoholic drinks Energy drinks 


Note on figures 


Figure A.1: Children not growing well 
Children not growing well represents 
the percentage of children in one 

of the five categories: stunted, 
wasted, overweight, stunted and 
overweight, or stunted and wasted; 
the first three categories are often 
available in survey reports, but the 

last two categories require analysis 

of microdata. Estimates are based 

on 441 data sources included in the 
2019 edition of the Joint Malnutrition 
Estimates (JME) where microdata was 
available for analysis. For countries 
without microdata, regional adjustment 
factors were applied based on the 
sub-regional aggregates of the overlap 
of stunting and wasting and stunting 
and overweight to generate country 
estimates of the five categories. 
Global and regional aggregates are 
based on the methodology described 
in de Onis M, Blossner M, Borghi 


E, Frongillo EA, Morris R. Estimates 
of global prevalence of childhood 
underweight in 1990 and 2015. 
JAMA. 2004 Jun 2;291(21):2600- 
6. PubMed PMID: 15173151. 


Figure 1.4: Hidden hunger 

The prevalence of hidden hunger 

is based on estimates of iron and 
vitamin A deficiency among children 
under-5 years, by UN sub-region. 
Prevalence of iron deficiency anemia 
(IDA) is based on Black et al. (2013). 
A conversion factor of 2.07 3 was 
applied to calculate the prevalence of 
iron deficiency. Prevalence of vitamin 
A deficiency is based on Stevens et 
al. (2015).4 Sub-regions with missing 
data were conservatively assigned 

a prevalence of 0. For each sub- 
region, and assuming a 50 per cent 
overlap between deficiencies, the 
prevalence (P) of hidden hunger was 


calculated as P(hidden hunger)= P(a) 
+ 0.5*P(b), where P(a) and P(b) are 
the maximum and minimum values, 
respectively, when comparing iron 
and vitamin A prevalence estimates. 
Drawing on sub-region-specific 
estimates of under-5 population sizes, 
the global number of children <5 
years affected was calculated and a 
weighted global prevalence estimate 
of hidden hunger was generated.® 


‘What are young children eating? 
The importance of first foods’ 
(pp. 74-75)The regional and global 
estimates were generated using 
the most recent data available for 
each country between 2013 and 
2018. UNICEF regional and global 
estimates are population weighted 
averages using the 2018 estimates 
from the World Population Prospects, 
2019 revision as weights. 


180 | UNICEF - THE STATE OF THE WORLD'S CHILDREN 2019 


Statistical tables 


The statistical tables in this volume present the most recent key statistics on child survival, development and 
protection for the world’s countries, areas and regions. They support UNICEF's focus on progress and results 
towards internationally agreed-upon goals and compacts relating to children’s rights and development. 


General note on the data 


Data sources 

Data presented in the following statistical tables are derived 
from the UNICEF global databases and are accompanied 
by definitions, sources and, where necessary, additional 
footnotes. The indicator data draw on inter-agency 
estimates and nationally representative household surveys 
such as Multiple Indicator Cluster Surveys (MICS) and 
Demographic and Health Surveys (DHS). In addition, data 
from administrative sources and other United Nations 
organizations have been used. More detailed information 
on the data sources is provided at the end of each table. 


The demographic indicators and many of the population- 
related indicators in these tables were based on the latest 
population estimates and projections from World Population 
Prospects: The 2019 revision and World Urbanization 
Prospects: The 2018 revision (United Nations Department 
of Economic and Social Affairs, Population Division). Data 
quality is likely to be adversely affected for countries that 
have recently suffered disasters or conflicts, especially 
where basic country infrastructure has been fragmented 

or where major population movements have occurred. 


In particular, UNICEF assists countries in collecting and 
analysing data for monitoring the situation of children 
and women through its international household survey 
initiative, the Multiple Indicator Cluster Surveys (MICS). 
Since 1995, as many as 322 surveys have been completed 
in more than 116 countries and areas. MICS was a major 
source of data for monitoring progress on the Millennium 
Development Goals (MDG) indicators and continues 

to be a major data source during the 2030 Sustainable 
Development Agenda to measure SDG indicators. 

More information is available at <mics.unicef.org>. 


Regional and global aggregates 

Unless otherwise mentioned, regional and global aggregates 
for indicators were generated as population weighted 
averages using data from World Population Prospects: The 
2019 revision. They accord with the relevant age and sex 
group for each indicator (e.g. total live births for unweighted 
at birth and number of females aged 15-49 years for 
maternal anaemia). Again, unless otherwise noted, global 
and regional estimates are only reported for indicators with 
a population-level data coverage of at least 50 per cent. 


Data comparability 

Efforts have been made to maximize the comparability of 
statistics across countries and time. Nevertheless, data 
used at the country level may differ in terms of the methods 
used to collect data or arrive at estimates, and in terms of 
the populations covered. Furthermore, data presented here 
are subject to evolving methodologies, revisions of time 
series data (e.g., Immunization, maternal mortality ratios), 
and changing regional classifications. Also, data comparable 
from one year to the next are unavailable for some 
indicators. It is therefore not advisable to compare data from 
consecutive editions of The State of the World's Children. 


Further methodological information 

Data presented in the following statistical tables generally 
reflect information compiled and updated from January 
through August 2019, with specific cutoff time associated 
with individual indicators described in the ‘Main data 
sources’ section underneath each table. The ‘last updated’ 
time stamp reflects the time the data were compiled 

and updated, as part of country consultation or inter- 
agency processes that are specific to individual topics. 


Interested readers are encouraged to visit <data.unicef.org> 
for methodological details of the indicators and the statistics. 


Data presented in the tables are available online at 
<www.unicef.org/sowc> and via <www.data.unicef. 

org>. Please refer to these websites for the latest data and 
for any updates or corrigenda subsequent to printing. 
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Child mortality estimates 


Under-five mortality is used as the principal indicator of progress in child well-being. 
www.childmortality.org 


Under-five mortality rate (deaths per 1,000 live births) 


UNICEF Region 


| i985 | 1990 | 1995 | 2000 | 2005 | 2010 | 2015 | 2018 | 
62 57 49 40 2) 22 VW 15 


East Asia and Pacific 73 
Europe and Central Asia 44 37 31 27 21 16 12 10 9 
Eastern Europe and Central Asia 66 54 46 45 36 26 19 15 18 
Western Europe 16 13 10 8 6 5 4 4 4 
Latin America and Caribbean 84 68 55 43 3S) 25 24 18 16 
Middle East and North Africa 123 86 65 53 42 34 ZF 23 22 
North America 15 12 lil 9 8 8 7 7 6 
South Asia 172 150 130 112 94 77 62 49 42 
Sub-Saharan Africa 201 188 180 VW 153 125 101 85 78 
Eastern and Southern Africa 185 172 164 156 136 107 82 64 57 
West and Central Africa 2H 205 17 188 170 143 120 105 Ci 
Least developed countries 211 192 175 159 137 110 89 71 64 
World 118 102 93 87 76 63 51 42 39 


Under-five deaths (thousands) 


UNICEF Region 


East Asia and Pacific 2,622 2,416 2,302 1,706 p29 910 696 542 462 
Europe and Central Asia 571 483 387 305 218 164 135 111 96 
Eastern Europe and Central Asia 474 410 629 263 188 138 M2 2) 78 
Western Europe 97 74 57 41 30 26 23 20 18 
Latin America and Caribbean 948 786 641 501 377 282 262 190 172 
Middle East and North Africa 902 708 547 420 325 271 246 235 220 
North America 55 50 47 40 25 35 32 29) Di} 
South Asia 5,585 5,258 4,743 4,191 3,570 | 2,934 | 2,279 1,716 1,475 
Sub-Saharan Africa 3,396 3,613 3,857 AOS” | Aas | SES | S304 | S007 | Zita) 
Eastern and Southern Africa 1,631 1,727 1,827 1,908 1,834 1,590 1,322 1,107 1,024 
West and Central Africa 1,765 1,886 2 {083 DiS) D2 22, (KO)7/ 1,982 1,900 1,845 
Least developed countries 3,580 3,619 3,605 3,558 | 3,330 | 2,895 | 2,508 2,136 1,992 
World 14,080 | 13,314 12,524 11,250 9,831 8,292 6955 5,828 | 5,322 
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Regional classifications 


Aggregates presented at the end of each of the 16 statistical tables are calculated 


using data from countries and areas as classified below. 


East Asia and the Pacific 

Australia; Brunei Darussalam; Cambodia; China; Cook 
Islands; Democratic People’s Republic of Korea; Fiji; 
Indonesia; Japan; Kiribati; Lao People’s Democratic 
Republic; Malaysia; Marshall Islands; Micronesia (Federated 
States of); Mongolia; Myanmar; Nauru; New Zealand; 

Niue; Palau; Papua New Guinea; Philippines; Republic 

of Korea; Samoa; Singapore; Solomon Islands; Thailand; 
Timor-Leste; Tokelau; Tonga; Tuvalu; Vanuatu; Viet Nam 


Europe and Central Asia 
Eastern Europe and Central Asia; Western Europe 


Eastern Europe and Central Asia 

Albania; Armenia; Azerbaijan; Belarus; Bosnia and 
Herzegovina; Bulgaria; Croatia; Georgia; Kazakhstan; 
Kyrgyzstan; Montenegro; Republic of Moldova; 
Romania; Russian Federation; Serbia; Tajikistan; North 
Macedonia; Turkey; Turkmenistan; Ukraine; Uzbekistan 


Western Europe 

Andorra; Austria; Belgium; Cyprus; Czechia; Denmark; 
Estonia; Finland; France; Germany; Greece; Holy See; 
Hungary; Iceland; Ireland; Italy; Latvia; Liechtenstein; 
Lithuania; Luxembourg; Malta; Monaco; Netherlands; 
Norway; Poland; Portugal; San Marino; Slovakia; Slovenia; 
Spain; Sweden; Switzerland; United Kingdom 


Latin America and the Caribbean 

Anguilla; Antigua and Barbuda; Argentina; Bahamas; 
Barbados; Belize; Bolivia (Plurinational State of); Brazil; 
British Virgin Islands; Chile; Colombia; Costa Rica; Cuba; 
Dominica; Dominican Republic; Ecuador; El Salvador; 
Grenada; Guatemala; Guyana; Haiti; Honduras; Jamaica; 
Mexico; Montserrat; Nicaragua; Panama; Paraguay; Peru; 
Saint Kitts and Nevis; Saint Lucia; Saint Vincent and the 
Grenadines; Suriname; Trinidad and Tobago; Turks and 
Caicos Islands; Uruguay; Venezuela (Bolivarian Republic of) 


Middle East and North Africa 
Algeria; Bahrain; Egypt; Iran (Islamic Republic of); Iraq; 
Israel; Jordan; Kuwait; Lebanon; Libya; Morocco; Oman; 
Qatar; Saudi Arabia; State of Palestine; Syrian Arab 
Republic; Tunisia; United Arab Emirates; Yemen 


North America 
Canada; United States 


South Asia 
Afghanistan; Bangladesh; Bhutan; India; 
Maldives; Nepal; Pakistan; Sri Lanka 


Sub-Saharan Africa 
Eastern and Southern Africa; West and Central Africa 


Eastern and Southern Africa 

Angola; Botswana; Burundi; Comoros; Djibouti; Eritrea; 
Eswatini; Ethiopia; Kenya; Lesotho; Madagascar; Malawi; 
Mauritius; Mozambique; Namibia; Rwanda; Seychelles; 
Somalia; South Africa; South Sudan; Sudan; Uganda; 
United Republic of Tanzania; Zambia; Zimbabwe 


West and Central Africa 

Benin; Burkina Faso; Cabo Verde; Cameroon; Central African 
Republic; Chad; Congo; Céte d'lvoire; Democratic Republic 
of the Congo; Equatorial Guinea; Gabon; Gambia; Ghana; 
Guinea; Guinea-Bissau; Liberia; Mali; Mauritania; Niger; 
Nigeria; Sao Tome and Principe; Senegal; Sierra Leone; Togo 


Least developed countries/areas 

[Classified as such by the United Nations High 
Representative for the Least Developed Countries, 
Landlocked Developing Countries and Small 

Island Developing States (UNOHRLLS)]. 


Afghanistan; Angola; Bangladesh; Benin; Bhutan; Burkina 
Faso; Burundi; Cambodia; Central African Republic; Chad; 
Comoros; Democratic Republic of the Congo; Djibouti; 
Eritrea; Ethiopia; Gambia; Guinea; Guinea-Bissau; Haiti; 
Kiribati; Lao People’s Democratic Republic; Lesotho; Liberia; 
Madagascar; Malawi; Mali; Mauritania; Mozambique; 
Myanmar; Nepal; Niger; Rwanda; Sao Tome and Principe; 
Senegal; Sierra Leone; Solomon Islands; Somalia; South 
Sudan; Sudan; Timor-Leste; Togo; Tuvalu; Uganda; 

United Republic of Tanzania; Vanuatu; Yemen; Zambia 
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Notes on specific tables 


TABLE 1. DEMOGRAPHICS 

The demographics table contains selected indicators on the 
most important demographic information of each population, 
including the total population and population by age, as 

well as annual population growth rates. Annual number 

of births is a function of both population size and current 
fertility. Total fertility rate allows for comparison of fertility 
levels, internationally. A total fertility level of 2.1 is called 
‘replacement level’ and represents a level at which, in the 
long term, the population would remain the same size. Life 
expectancy at birth is a measure of the health status and the 
development of a population and continues to increase in 
almost all countries in the world. The dependency ratio is the 
ratio of the not-working-age population (i.e., the economically 
‘dependent’ population) to the working-age population 
(15-64 years) and can be divided into child dependency ratio 
(ratio of children under 15 to working-age population) and 
old-age dependency ratio (ratio of population 65 and older 
to working-age population). Total dependency ratio is usually 
U-shaped over time and development: high fertility leads 

to a large share of the child population and consequently 

to a high dependency ratio which then decreases with 
decreasing fertility before increasing again due to increasing 
life expectancy and an increasing older population share. 
The proportion of the urban population and the annual urban 
population growth rate describe the status and dynamic of 
the urbanization process. The net migration rate refers to 
the difference between the number of immigrants and the 
number of emigrants; a country/area with more immigrants 
than emigrants shows a positive value, while a country with 
ess immigrants than emigrants shows a negative value. 


All demographic indicators are based on World Population 
Prospects: The 2019 revision. Except for total population 
size, most demographic indicators are published only for 
countries/areas with a population greater than 90,000. 


TABLE 2. CHILD MORTALITY 

Each year, in The State of the World's Children, UNICEF 
reports a series of mortality estimates for children. These 
figures represent the best estimates available at the 

time of printing and are based on the work of the United 
Nations Inter-agency Group for Child Mortality Estimation 
(UN IGME), which includes UNICEF, the World Health 
Organization (WHO), the World Bank group and the United 
Nations Population Division. UN IGME mortality estimates 
are updated annually through a detailed review of all newly 
available data points, which often results in adjustments 


to previously reported estimates. As a result, consecutive 
editions of The State of the World’s Children should not be 
used for analysing mortality trends over time. Comparable 
global and regional under-five mortality estimates for the 
period 1990-2018 are presented below. Country-specific 
mortality indicators, based on the most recent UN IGME 
estimates, are presented in Table 2 and are available at 
<data.unicef.org/child-mortality/under-five> and www. 
childmortality.org, along with methodological notes. 


TABLE 3. MATERNAL AND NEWBORN HEALTH 
The maternal and newborn health table includes a 
combination of demographic and intervention coverage 
indicators. The demographic indicators consist of life 
expectancy for females, adolescent birth rate, and maternal 
mortality estimates including number of maternal deaths, 
maternal mortality ratio, and lifetime risk of maternal death. 


The life expectancy and adolescent birth rate indicators come 
from the United Nations Population Division. The maternal 
mortality data are estimates generated by the United Nations 
Maternal Mortality Estimation Inter-Agency group (UN 
MMEIG), which includes the World Health Organization 
(WHO), UNICEF, United Nations Population Fund (UNFPA), 
the World Bank Group, and the United Nations Population 
Division. UN MMEIG mortality estimates are updated 
regularly through a detailed review of all newly available 

data points. This process often results in adjustments to 
previously reported estimates. As a result, consecutive 
editions of The State of the World’s Children should not be 
used for analysing maternal mortality trends over time. 


Intervention coverage indicators encompass indicators for 
family planning, antenatal care, delivery care and postnatal 
care for mother and baby. The data for these indicators 
come from national household survey programmes such as 
the DHS and MICS and other reproductive health surveys. 
Regional and global estimates are calculated by using a 
weighted average method. The variables used for weighting 
are indicator-specific and applied to each country. They 
accord with the appropriate target population for each 
indicator (the denominator) and are derived from the latest 
edition of the World Population Prospects. Only the most 
recent data points from 2013-2018 for each country were 
used to calculate regional and global aggregates. India and 
China were included in the calculation of the regional and 
global estimates for all indicators with available data. 
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The maternal and newborn health table also includes some 
age disaggregations to provide information on adolescent 
reproductive and maternal health. Specifically, demand 

for family planning satisfied with modern methods, 
antenatal care of at least four visits, and skilled attendant 
at birth are disaggregated for the 15-19 year age group. 
The disaggregated data for antenatal care of at least four 
visits and skilled attendant at birth come from the Federal 
University of Pelotas, International Center for Equity in 
Health, Brazil. The total and disaggregated data for demand 
for family planning satisfied with modern methods come 
from the United Nations Department of Economic and 
Social Affairs Population Division. Regional and global 
estimates are calculated with the same methodology 
described above for the intervention coverage indicators. 


TABLE 4. CHILD HEALTH 

The child health table includes a set of indicators 

which capture information on the coverage of effective 
interventions delivered to children under the age of 

five years and at the household level. These include a 
range of immunization indicators (described below), and 
indicators on interventions for the prevention or treatment 
of pneumonia, diarrhoea and malaria (the three leading 
killers of young children). The main data sources for the 
indicators on prevention and treatment of childhood illnesses 
are nationally representative household surveys such as 
the DHS and MICS. Regional and global estimates are 
calculated by using a weighted average method. Variables 
used for weighting are indicator-specific and applied to 
each country. They accord with the appropriate target 
population for each indicator (the denominator) and are 
derived from the latest edition of the World Population 
Prospects. Only the most recent data points from 2013- 
2018 for each country were used to calculate regional and 
global estimates. For indicators that capture information 
about households, total population was used. India and 
China were included in the calculation of the regional and 
global estimates for all indicators with available data. 


Immunization 

The child health table presents the WHO and UNICEF 
estimates of national immunization coverage. Since 2000, 
these estimates have been updated annually in July, 
following a consultation process during which countries 

are provided with draft reports for review and comment. 

As new empirical data are incorporated into the process for 
generating the estimates, the revised estimates supersede 
prior data releases. Coverage levels from earlier revisions are 
not comparable. A more detailed explanation of the process 
can be found at <data.unicef.org/child-health/immunization>. 


Regional averages for the reported antigens are computed 
as follows: 
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>» For BCG, regional averages include only 
those countries where BCG is included in the 
national routine immunization schedule. 


>» For DTP, polio, measles, HepB, Hib, PCV and rotavirus 
vaccines, regional averages include all countries, as 
these vaccines are universally recommended by WHO. 


>» For protection at birth (PAB) from tetanus, regional 
averages include only the countries where 
maternal and neonatal tetanus is endemic. 


TABLE 5 and 6. HIV/AIDS 

In 2019, the Joint United Nations Programme on HIV/AIDS 
(UNAIDS) released new global, regional and country-level 
HIV and AIDS estimates for 2018 that reflect the most up- 
to-date epidemiological estimates, as well as coverage data 
for antiretroviral therapy (ART), prevention of mother-to-child 
transmission (PMTCT) and early infant diagnosis for HIV. The 
estimates are based on the most current available science 
and WHO programme guidelines, which have resulted in 
improvements in assumptions of the probability of HIV 
transmission from mother-to-child, fertility among women 
by age and HIV serostatus, net survival rates for children 
iving with HIV and more. Based on the refined methodology, 
UNAIDS has retrospectively generated new estimates of 
HIV prevalence, the number of people living with HIV and 
those needing treatment, AIDS-related deaths, new HIV 
infections, and other important trends in the HIV epidemic. 


Key indicators on the HIV response for children are divided 
into two tables: Table 5. HIV/AIDS epidemiology and 
Table 6. HIV/AIDS interventions. 


TABLE 5. HIV/AIDS: EPIDEMIOLOGY 

Table 5 includes key indicators that are used to measure 
trends in the HIV epidemic. Data are disaggregated by 
10-year age groups, as children living with HIV under 

age 10 are all assumed to be infected through mother-to- 
child transmission. Children aged 10-19 living with HIV 
additionally include new HIV infections that occur through 
sexual transmission and injection drug use, depending on 
the country context. Due to significant gender disparity 
among adolescents evident in HIV epidemic trends 

and programmatic response, disaggregates by sex are 
now included for all HIV/AIDS epidemiology indicators. 

For better comparison between countries and regions, 

the indicator on the number of new HIV infections has 
been replaced with HIV incidence per 1,000 uninfected 
population. Similarly, the number of AIDS-related deaths 
has been replaced with AIDS-related mortality per 100,000 
population. These two indicators provide relative measures 
of new HIV infections and AIDS-related deaths and more 
accurately demonstrate the impact of the HIV response. 


TABLE 6. HIV/AIDS: INTERVENTIONS 

Table 6 includes indicators on essential interventions 

in the HIV response for children. These coverage 
indicators have been revised from previous editions 

of The State of the World’s Children to better reflect 
progress in current HIV/AIDS programmes and policy. 
For example, the indicator for early infant HIV diagnosis 
captures information on what percentage of HIV- 
exposed infants received an HIV test within two months 
of birth. All coverage indicators are calculated from the 
most recent and reliable data available from population- 
based surveys and programme service Statistics. 


Each coverage indicator is aggregated regionally or globally 
using a population-weighted average. Due to sometimes 
sparse data, indicators from population-based surveys 

are only aggregated if the data in that area represent 

at least 50 per cent of the adolescent population. 


TABLES 7 and 8. NUTRITION 

Table 7 encompasses nutrition at birth and feeding practices 
for infants and young children and Table 8 comprises 
estimates of malnutrition among pre-school-aged children, 
school-aged children and women of reproductive age as well 
as intervention coverage of key micronutrient programmes. 


Indicators of low birthweight, thinness and overweight 
among school-aged children, and maternal underweight 
and anaemia are modelled estimates and therefore 

may be different from survey-reported estimates. For 
all other indicators, when raw data were available, 

the country-level estimates were re-analysed to 
conform to standard analysis methods and may 
therefore differ from survey-reported values. 


Low birthweight: Estimates are based on new methods; 
therefore country, regional and global estimates may 

not be comparable with those published in previous 
editions of The State of the World’s Children. 


Unweighted at birth: A new indicator representing the 


percentage of births without a birthweight in the data source. 


Infant and young child feeding: A total of 8 indicators 
are presented, including the following with recent definitional 
changes or which are new: (i) Continued breastfeeding 
(12-23 months) replaces 2 previous indicators of continued 
breastfeeding at 1 year (12-15 months) and 2 years (20-23 
months); (ii) Minimum Dietary Diversity (MDD) (6-23 
months) is now defined as the percentage of children 
6-23 months of age who received foods from at least 

5 out of 8 defined food groups during the previous day 
(the older version of this indicator reflected consumption 
of at least 4 out of 7 defined food groups during the 
previous day); (iil) Minimum Acceptable Diet (MAD) (6-23 
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months) Is revised to align with the change to the MDD 
definition and (iv) Zero vegetable or fruit consumption 
(6-23 months) Is a new indicator. The indicator definition 

of Minimum Meal Frequency (MMF) (6-23 months) was 
also revised in 2018, but related changes to MMF and MAD 
estimates have not yet been reflected in these tables. 


Stunting, wasting and overweight: UNICEF, 

WHO and the World Bank have continued a process to 
harmonize anthropometric data used for computation 

and estimation of regional and global averages and trend 
analysis. As part of this process, regional and global 
averages for stunting, wasting and overweight prevalence 
are derived from a model described in M. de Onis et al 
(2004), ‘Methodology for Estimating Regional and Global 
Trends of Child Malnutrition’ (/nternational Journal of 
Epidemiology, 33, pp. 1260-1270). New global and regional 
estimates are released every year, which supersede 

all previous estimates and should not be compared. 


Vitamin A supplementation: Emphasizing the 
importance for children of receiving two annual doses of 
vitamin A (spaced 4—6 months apart), this report presents 
only full coverage of vitamin A supplementation. In the 
absence of a direct method to measure this indicator, 

full coverage is reported as the lower coverage estimate 
from semester 1 (Jan—June) and semester 2 (July—Dec), 
in a given year. The regional and global aggregates only 
contain the 82 countries indicated as priority countries for 
national-level programmes. Hence the regional aggregates 
are published where at least 50 per cent of the population 
coverage for the priority countries in each region has 
been met. In other words, East Asia and Pacific estimates 
are presented despite there being no data for China. 


Malnutrition among school-aged children: 
Indicators under this title reflect the importance of 
ending malnutrition among children of all ages. Country 
estimates for malnutrition among school-aged children 
are based on the NCD Risk Factor Collaboration (NCD- 
RisC) (2017), ‘Worldwide trends in body-mass index, 
underweight, overweight, and obesity from 1975 to 2016: 
a pooled analysis of 2416 population-based measurement 
studies in 128.9 million children, adolescents, and 

adults’, The Lancet, 390(10113), pp. 2627-2642. 


Underweight women 18+ years: This indicator reflects 
the importance of maternal malnutrition if malnutrition 
among children is to be eliminated. Country estimates for 
underweight women are based on the NCD Risk Factor 
Collaboration (NCD-RisC) (2017), ‘Worldwide trends in body- 
mass index, underweight, overweight, and obesity from 
1975 to 2016: a pooled analysis of 2416 population-based 
measurement studies in 128.9 million children, adolescents, 
and adults’, The Lancet, 390(10113), pp. 2627-2642. 
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Anaemia women 15-49 years: This indicator reflects the 
importance of maternal malnutrition if malnutrition among 
children is to be eliminated. Country estimates for anaemia 
are based on WHO (2017), Global Health Observatory (GHO). 
In: World Health Organization [online]. Geneva, Switzerland. 
[Cited 1 August 2019] http://apps.who.int/gho/data/node. 
imr.PREVANEMIA?lang=en; data for adult obesity are 

based on WHO (2017), Global Health Observatory (GHO). 


lodized salt: The definition of the indicator presented 
in this report has changed from the past, when it was 
about households consuming adequately iodized salt. 
Now it is about salt with any iodine, and therefore 
global and regional average prevalence estimates are 
not comparable to the averages published in previous 
editions of The State of the World's Children. 


TABLE 9. EARLY CHILDHOOD DEVELOPMENT 
Early childhood, which spans the period up to eight 

years of age, Is critical for cognitive, social, emotional 

and physical development. Optimal brain development 
requires a stimulating environment, adequate nutrients 
and social interaction with attentive caregivers. The 

early childhood development table presents data on 
some specific indicators with comparable and nationally 
representative data on the quality of care at home, access 
to learning materials at home, and access to early childhood 
care and education. The information in this table is best 
interpreted alongside data on other areas vital to early 
childhood development such as nutrition and protection. 


Early stimulation and responsive care by adults: 
Data on this indicator from the DHS were recalculated 
according to the MICS methodology for comparability. 
Therefore, the recalculated data presented here will 
differ from estimates in DHS national reports. 


Early stimulation and responsive care by father. 

Data from the third and fourth rounds of MICS (MICS3 

and MICSA4) refer to father’s engagement in one or more 
activities to promote learning and school readiness, while the 
definition was changed in the fifth round (MICS5) to reflect 
father’s engagement in four or more activities. Therefore, 
estimates of early stimulation and responsive care by fathers 
from MICS3 and MICS4 are lower than those based on 
results beginning with MICS5. Data on this indicator from the 
DHS were recalculated according to the MICS methodology 
for comparability. Therefore, the recalculated data presented 
here will differ from estimates in DHS national reports. 


Learning materials at home: Playthings: Changes 
in the definition of this indicator were made between 
the third and fourth round of MICS (MICS3 and MICS4). 
In order to allow for comparability with MICS4 and 
subsequent rounds of MICS, data from MICS3 were 
recalculated according to the MICS4 indicator definition. 
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Therefore, the recalculated data presented here will differ 
from estimates reported in MICS3 national reports. 


Children with inadequate supervision: This 
indicator was previously referred to as ‘children left 

in inadequate care’ but has been renamed to more 
accurately reflect the nature of the underlying construct. 


TABLE 10: EDUCATION 

This table contains a set of indicators on the following 
aspects of education of children: equitable access, 
school completion and learning outcomes. 


In particular, indicators on school completion measure 
children or young people aged 3-5 years above the 
intended age for the last grade of each level of education 
who have completed that grade. Completion rate indicates 
how many school-age children in a given age group have 
completed the relevant level of education. By choosing 
an age group which is slightly older than the theoretical 
age group for completing each level of education, the 
indicator measures how many children and adolescents 
enter school more or less on time and progress through 
the education system without excessive delays. 


This table also includes a set of indicators to monitor 
equitable learning outcomes, which is a target (4.1) of 
Sustainable Development Goal 4. The minimum proficiency 
level is the benchmark of basic knowledge in a domain 

(i.e., mathematics and reading) measured through learning 
assessment. The indicator shows data published by 
national governments as well as agencies and organizations 
specialized in cross-national learning assessments. 


Detailed information on the indicators included in this 
table can be found in UNESCO Institute for Statistics, July 
2017. Metadata for the global and thematic indicators for 
the follow-up and review of SDG4 and Education 2030. 


TABLE 11. CHILD PROTECTION 

Child protection refers to prevention and response to 
violence, exploitation and abuse of children in all contexts. 
There are many different child protection violations that 
children can be subjected to but the lack of comparable 
data limits reporting on the full spectrum. In view of this, 
the child protection table presents data on a few issues 
for which comparable and nationally representative 

data are available. This includes two manifestations of 
harmful traditional practices, some forms of violence and 
exploitation as well as the official recording of births. 


Birth registration: Changes in the definition of birth 
registration were made from the second and third rounds of 
MICS (MICS2 and MICS3) to the fourth round (MICS4). In 
order to allow for comparability with later rounds, data from 
MICS2 and MICS3 on birth registration were recalculated 


according to the MICS4 indicator definition. Therefore, 
the recalculated data presented here may differ from 
estimates included in MICS2 and MICS3 national reports. 


Child labour: This indicator has been replaced by the 
one used for SDG reporting on indicator 8.7.1 and reflects 
the proportion of children engaged in economic activities 
and/or household chores at or above age-specific hourly 
thresholds (general production boundary basis): 


Child labour for the 5 to 11 age range: children working at 
least 1 hour per week in economic activity and/or involved in 
unpaid household services for more than 21 hours per week; 


Child labour for the 12 to 14 age range: children working for at 
least 14 hours per week in economic activity and/or involved in 
unpaid household services for more than 21 hours per week; 


Child labour for the 15 to 17 age range: children 
working for more than 43 hours per week in 
economic activity. No hourly threshold is set for 
unpaid household services for ages 15-17. 


Country estimates compiled and presented in the 
global SDG database and reproduced in SOWC have 
been re-analysed by UNICEF and ILO in accordance 
with the definitions and criteria detailed above. This 
means that the country data values will differ from 
those published in national survey reports. 


Child marriage: \While the practice is more widespread 
among girls, marriage in childhood is a rights violation for 
both sexes. Therefore, the prevalence of child marriage 
is shown among both males and females. For males, 
only marriage before age 18 is shown, as marriage 
before age 15 is exceedingly rare. For females, the 
global aggregate is calculated as a population-weighted 
average of the prevalence in each region; for more details 
about special considerations and assumptions used in 
these calculations, refer to Child Marriage: Latest trends 
and future prospects, UNICEF, New York, 2018. 


Female genital mutilation (FGM): Data on the 
prevalence of FGM among girls aged 0-14 years were 
recalculated for technical reasons and may differ from 
those presented in original DHS and MICS country reports. 
Beginning with this edition of SOWC, attitudes towards the 
practice are shown as the share of the population opposing 
(rather than supporting) FGM, and this measure is now 
shown among both males and females. Regional estimates 
on the prevalence of FGM and attitudes towards the practice 
are based on available data only from practising countries 
with nationally representative data and therefore reflect the 
situation among those living in these affected countries 
within the region, and not the region as a whole, as there 
are some non-practising countries in each region as well. 
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Justification of wife-beating among adolescents: 
Beginning with this edition of SOWC, the age 

group used for reporting on this indicator has been 
revised to refer to adolescents aged 15-19. 


Violent discipline: Estimates used in UNICEF publications 
and in MICS country reports prior to 2010 were calculated 
using household weights that did not take into account 
the last-stage selection of children for the administration 
of the child discipline module in MICS surveys. (A random 
selection of one child within the reference age group is 
undertaken for the administration of the child discipline 
module.) In January 2010, it was decided that more 
accurate estimates are produced by using a household 
weight that takes the last-stage selection into account. 
MICS3 data were recalculated using this approach. 
Additionally, the reference age group for this indicator 
was revised beginning with MICS5 to children aged 1-14. 
Therefore, estimates from MICS3 and MICS4 are not 
directly comparable since they refer to children aged 2-14. 


TABLE 12. SOCIAL PROTECTION AND EQUITY 
This table provides information about social protection 
coverage and the magnitude of income inequality, both 
of which impact the context in which children live. Social 
protection indicators include Mothers with newborns 
receiving cash benefits, Proportion of children covered 
by social protection and Distribution of Social Protection 
Benefits (1st quintile, 5th quintile, bottom 40%). While 
the first two indicators capture the coverage of social 
protection, the third indicator reflects both incidence and 
distribution across quintiles. The table gives an overview 
of the social safety net that households — children in 
particular — have access to within each country. 


Inequality indicators include Share of household income 
(1st quintile, 5th quintile, bottom 40%), Gini index, Palma 
index and GDP per capita. The first indicator captures 

the share of national income each quintile earns within a 
country. It illustrates the structure of income distribution per 
country while the Gini coefficient expresses the extent of 
inequality and how it deviates from a perfectly equal income 
distribution. In contrast, the Palma index concentrates on 
the income difference between the share of the richest 

10 per cent and the poorest 40 per cent of a population. 
This indicator is more sensitive to the tails of distribution 
and extreme inequalities. Because changes in income 
inequality are mainly driven by changes in the income of the 
richest 10 per cent and the poorest 40 per cent, the Palma 
index offers insights on distributional changes of income 
inequality. GDP per capita complements those indicators as 
it measures the average standard of living of each country. 
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The Social Protection and Equity indicators data have 
an annual frequency and are extracted from the World 
Bank's World Development Indicators, the Atlas of 
Social Protection — Indicators of Resilience and Equity 
and the ILO’s World Social Protection Report. 


TABLE 13. WASH 

This table contains a set of indicators on access to basic 
water, sanitation and hygiene services in households, 
schools and health care facilities. The drinking water, 
sanitation and hygiene estimates in this report come 
from the WHO/UNICEF Joint Monitoring Programme 

for Water Supply, Sanitation and Hygiene (JMP). Full 
details of the JMP indicator definitions, data sources and 
methods used to produce national, regional and global 
estimates can be found at <www.washdata.org>. New 
estimates are released every two years which supersede 
all previous estimates and should not be compared. 


TABLE 14. ADOLESCENTS 

The adolescent table presents a selection of indicators on 
the well-being of adolescents across various domains of 
their lives: Health, Protection, Education and learning and 
Transition to work. While adolescent well-being is broad 
and cannot be exhaustively captured in a small selection 
of indicators, the measures in Table 14 are meant to serve 
as an illustrative sample, and to complement adolescent- 
relevant indicators which appear throughout the other 
statistical tables in this publication. The indicators are 
drawn from the Adolescent Country Tracker, a multi- 
stakeholder framework grounded in the Sustainable 
Development Goals which was developed to track 
adolescent well-being across countries and over time. 


NEET and Unemployment. Data on the degree to which 
adolescents are able to effectively transition to work, 
illustrated through the measures of those not in employment, 
education or training (NEET) and the unemployment rate 
among adolescents aged 15 to 19 years, are drawn from 

the International Labour Organization (ILO). Metadata 

and further notes on interpretation of these indicators are 
available through the ‘Metadata’ section of <ilo.org/ilostat>. 


TABLE 15. ECONOMIC INDICATORS 

This table presents a macroeconomic overview of the 
context affecting children’s well-being and development. 
The indicators included in the table have two descriptive 
purposes: they reflect the government's fiscal space 

to finance welfare programmes — as captured by 

the Government Revenue and Official Development 
Assistance (ODA) inflows; and they display the 
government expenditure’s allocation on key sectors such 
as health, education, social protection, and foreign aid 
for DAC member countries. Government expenditure is 
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given in proportion to each country’s GDP and overall 
public budget. This distinction highlights the relative 
importance and size of each sector for social policy. 

A similar distinction is operated for ODA between 
inflows/outflows in million US$ and inflows/outflows in 
proportion to each country’s Gross National Income. 


The Economic Indicators data have an annual frequency and 
are extracted from the World Bank's World Development 
Indicators, with the exception of ODA (inflows and outflows). 
The data for this indicator come from the OECD. Due 

to a lack of data coverage, government expenditure on 

social protection as a percentage of government budget 

is calculated by the authors. It represents the ratio of 
government expenditure on social protection as a percentage 
of GDP over government revenue as a percentage of GDP. 


TABLE 16. WOMEN’S ECONOMIC EMPOWERMENT 
This table has been added in 2019 in recognition of the 
beneficial effects of women’s economic empowerment on 
the well-being of children as well as to reflect the intrinsic 
importance of women's economic empowerment as 
articulated in Sustainable Development Goal 5: Achieve 
Gender Equality and Empower all Women and Girls. 


Social Institutions and Gender Index (SIGI): The SIGI, 
a composite measure of gender discrimination in social 
institutions produced by the Organisation for Economic 
Co-operation and Development, is based on qualitative 

and quantitative data through information on formal and 
informal laws, attitudes and practices. Discriminatory laws, 
attitudes and practices affect the life course of women 

and girls, restricting their ability to accumulate human, 
social and productive assets and to exercise agency 

and voice over choices that affect their well-being. 


Legal frameworks that promote, enforce and monitor 
gender equality in employment and economic 
benefits: Equality and non-discrimination on the basis 

of sex are core principles under the international legal 

and policy framework, including the Convention on the 
Elimination of All Forms of Discrimination against Women 
(CEDAW) and the Beijing Platform for Action. Removing 
discriminatory laws and putting in place legal frameworks 
that advance gender equality in employment and economic 
benefits are prerequisites to increasing women’s paid work 
and decent working conditions and, in turn, their economic 
empowerment. The term ‘legal frameworks’ is defined 
broadly to encompass laws, mechanisms and policies/ 
plans to promote, enforce and monitor gender equality. Data 
derived for this indicator, SDG 5.1.1, are from an assessment 
of a country’s legal frameworks completed by National 
Statistical Offices and/or National Women’s Machinery, 

and legal practitioners/researchers on gender equality. 


Maternity/paternity leave benefits: Parental leave 
benefits are critical for supporting the health and well- 
being of children and women’s economic empowerment, 
including infants’ survival and healthy development and 
increased labour force participation and earnings for 
women. ILO Convention No. 183 provides for 14 weeks of 
paid maternity benefit to women to whom the instrument 
applies. While no ILO standard exists specifically on 
paternity leave, paternity benefits permit working fathers 
to be more involved in the care of their children and the 
sharing of household responsibilities. It is important to note, 
however, that even in countries with legal rights to parental 
leave, not all workers will have access, such as those 
employed part-time or employed in the informal economy. 


Demand for family planning satisfied with modern 
methods: Access to and use of an effective means 

to prevent pregnancy helps enable women and their 
partners to exercise their rights to decide freely and 
responsibly the number and spacing of children. As 
measured by SDG Indicator 3.7.1, modern methods of 
contraception include female and male sterilization, the 
intra-uterine device (IUD), the implant, injectables, oral 
contraceptive pills, male and female condoms, vaginal 
barrier methods (including the diaphragm, cervical cap 
and spermicidal foam, Jelly, cream and sponge), lactational 
amenorrhea method (LAM), emergency contraception 
and other modern methods not reported separately (e.g., 
the contraceptive patch or vaginal ring). To foster cross- 
country comparability, information for married or in-union 
women is reported since not all countries collect the 
information for all women, irrespective of marital status. 


Educational attainment: While primary education 
provides children with the foundation for a lifetime of 
learning, secondary education equips them with the 
knowledge and skills needed to become economically 
empowered adults. Compared to girls with only a 

primary education, girls with secondary education are 
less likely to marry as children and become pregnant as 
adolescents. And while women with primary education 
earn only marginally more than women with no education, 
women with secondary education earn twice as much, 
on average, than women who have not gone to school 
(see Wodon et al (2018), ‘Missed Opportunities: The High 
Cost of Not Educating Girls’, The Cost of Not Educating 
Girls Notes Series. The World Bank, Washington DC). 


Labour force participation and unemployment rates: 
Equal access to the labour market is critical for women's 
economic empowerment. The labour force participation rate 
is calculated by expressing the number of persons in the 
labour force during a given reference period as a percentage 
of the working-age population (usually aged 15 and above) in 
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the same reference period. The unemployment rate conveys 
the percentage of persons (usually persons aged 15 and 
above) in the labour force who are unemployed, reflecting 
the inability of an economy to generate employment 

for those persons who want to work but are not doing 

so even though they are available for employment and 
actively seeking work. Information on unemployment by 

sex highlights the greater difficulty, in many cases, that 
women have in entering the labour market, which can be 
directly or indirectly linked to a country’s gender norms. 


Mobile phone ownership: Mobile phone ownership 
provides individuals with access to information, financial 
services, employment opportunities and social networks 
and, as such, is an important asset for fostering women’s 
economic empowerment as recognized under Goal 5 of 
the 2030 Agenda. As measured by SDG Indicator 5.b.1, 
an individual owns a mobile cellular phone if he/she has a 
mobile cellular phone device with at least one active SIM 
card for personal use. Mobile cellular phones supplied by 
employers that can be used for personal reasons (to make 
personal calls, access the Internet, etc.) are included. 
Individuals who have only active SIM card(s) and not a 
mobile phone device are excluded. Individuals who have a 
mobile phone for personal use that is not registered under 
his/her name are also included. An active SIM card is a 
SIM card that has been used in the last three months. 


Financial inclusion: Measuring women’s access to 
financial services, such as savings, insurance, payments, 
credit and remittances, is essential for understanding their 
economic empowerment. Access to financial services can 
also increase women’s bargaining power in the household, 
with potential benefits for the well-being of children. As 
measured by SDG Indicator 8.10.2, an account at a financial 
institution includes respondents who report having an 
account at a bank or at another type of financial institution, 
such as a credit union, microfinance institution, cooperative, 
or the post office (if applicable), or having a debit card in their 
own name. In addition, it includes respondents who report 
receiving wages, government transfers, or payments for 
agricultural products into an account at a financial institution 
in the past 12 months; paying utility bills or school fees from 
an account at a financial institution in the past 12 months; 
or receiving wages or government transfers into a card 

in the past 12 months. Mobile money account includes 
respondents who report personally using GSM Association 
(GSMA) Mobile Money for the Unbanked (MMU) services in 
the past 12 months to pay bills or to send or receive money. 
In addition, it includes respondents who report receiving 
wages, government transfers, or payments for agricultural 
products through a mobile phone in the past 12 months. 
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Number of under-five deaths and under-five 
mortality by country in 2018 


Table ordered by the number of unrounded number of deaths. Lower and Upper bound refer to the lower and upper bound of 90% uncertainty intervals 


HIGHEST BURDEN OF DEATH AMONG CHILDREN UNDER-5 


Under-5 mortality rate Under-5 mortality rate 
. Annual number of (deaths per 1,000 live births) 7 Annual number of (deaths per 1,000 live births) 
Countries under-5 deaths Lower Upper Countries under-5 deaths Lower Upper 
and areas (thousands) Median bound bound and areas (thousands) Median bound bound 
J} inaia 882 37 33 40 ff Morocco 15 22 17 29 
I} Nigeria 866 120 97 151 [J] Uzbekistan 15 21 7 27 
I} Pakistan 409 69 56 85 ff) Turkey 14 "1 9 12 
IJ Democratic Republic of the Congo 296 88 59 129 [J] Rwanda 13 35 21 59 
I} Ethiopia 191 55 45 69 ff) Russian Federation 13 7 6 8 
Ij china 146 9 8 10 ff) Venezuela (Bolivarian Republic of) 13 25 21 29 
J} indonesia 121 25 22 29 fl Liberia "1 71 50 102 
IJ United Republic of Tanzania 107 53 4 69 ff Guatemala "1 26 21 34 
If Angola 94 77 36 144 fj] Papua New Guinea "1 48 38 60 
I} Bangladesh 89 30 27 33 [J Mauritania "1 76 40 143 
I} Niger 83 84 56 125 ff Colombia 10 14 1 19 
I} sudan 80 60 46 79 [J Cambodia 10 28 15 50 
J} Mozambique 79 73 53 104 ff Tajikistan 10 35 24 51 
Bf vai 75 98 81 17 [J Congo 9 50 31 83 
I} chad 75 119 92 150 fj Peru 8 14 u 19 
| Afghanistan 74 62 50 75 | Lao People's Democratic Republic 8 47 36 61 
I} Uganda 74 46 37 59 fl Argentina 8 10 10 "1 
I} somalia 73 122 65 233 ff) Syrian Arab Republic 7 7 13 25 
IJ Cote d'ivoire 70 81 66 99 — ff Bolivia (Plurinational State of) 7 27 21 34 
J} Cameroon 66 76 60 96 ff Thailand 7 9 8 12 
al Philippines 63 28 22 36 | Democratic People's Republic of 6 18 14 23 
Korea 
K 60 41 1 
A ene : a2 J Turkmenistan 6 46 19 101 
Burkina F 6 76 10 
' Bu Suee were = 38 : } Dominican Republic 6 29 21 a 
Egypt 55 21 16 29 : 7 
7 vie a = 36 ov | Senet 5 81 53 121 
ee I] Gambia 5 58 34 98 
adagascar 45 54 40 71 i Eeuader 5 14 13 15 
I} Guinea 44 101 81 128 Bl issotho : Pa = a 
J Myanmar as “ as ae J Eritrea 4 42 26 67 
I} Brazil 42 14 13 7 BJ Saudi Arabia r 
I} Ghana 41 48 40 58 [ - 
Malaysia 4 
th Afri 40 34 0 8 
| mile ee : ° | Kazakhstan 4 10 10 10 
IJ South Sudan 38 99 44 186 Bf Uiraine ; - : ‘e 
I} Benin 38 93 82 106 - 
= ee —— 
Viet N 3 21 7 2 
' Bedell : : | Equatorial Guinea 4 85 51 134 
Malawi 30 50 35 70 
ee ee Ae oe 
Mexi 28 13 12 1 
J Mexico : I} United kingdom 3 4 5 
| Sierra Leone 26 105 85 128 i France 3 4 4 4 
| United States 25 7 6 7 i eyrayestan 3 19 18 20 
9} Burundi 25 58 40 85 i 
Gabon 3 45 29 69 
Algeri 24 23 22 2 
I Avseria 5 J state of Palestine 3 20 15 28 
| Senegal 23 44 34 57 i Paraguay 3 20 1 38 
| Iran (Islamic Republic of) 22 14 9 23 i Gennanay 3 4 3 4 
I} Zimbabwe 21 46 32 65 Namibia 3 ms = a 
| Central African Republic 19 116 70 192 i Sri Lanka 3 7 6 9 
fl Nepal dit ad = a | Nicaragua 2 18 17 19 
J} Togo 18 70 53 92 B Japan ; ; - - 
B daiti 7 65 51 84 6 Co 
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About 15,000 children under 
5 years old still die every day 


LOWEST BURDEN OF DEATH AMONG CHILDREN UNDER-5 


Annual number of 


Under-5 mortality rate 


(deaths per 1,000 live births) 


Annual number of 


Under-5 mortality rate 
(deaths per 1,000 live births) 


Countries under-5 deaths Lower Upper Countries under-5 deaths Lower Upper 
and areas (thousands) Median bound bound and areas (thousands) Median bound bound 
Botswana 2 36 16 73 | Denmark 0 4 4 5 
Canada 2 5 5 5 ffl Ireland 0 4 3 5 
Comoros 2 67 34 142 | Vanuatu 0 26 17 42 
Chile 2 7 6 9 | North Macedonia 0 10 8 12 
Timor-Leste 2 46 28 74 | Cabo Verde 0 19 16 25 
Poland 2 4 4 5 | Sao Tome and Principe 0 31 20 49 
Eswatini 2 54 35 82 | Mauritius 0 16 14 17 
EI Salvador 2 14 9 21 | Suriname 0 19 9 40 
Libya 2 12 8 18 fj Oatar 0 7 

Italy 1 3 3 Ij croatia 0 5 4 5 
Romania 1 7 6 | Kiribati 0 53 32 86 
Mongolia 1 16 10 25 | Bosnia and Herzegovina 0 6 5 7 
Republic of Korea 1 3 3 | Bahrain 0 7 6 9 
Spain 1 3 3 3 ff Norway 0 3 2 3 
Djibouti 1 59 37 94 ff] Singapore 0 3 2 3 
Panama 1 15 9 28 | Lithuania 0 4 4 5 
Australia 1 4 4 4 | Belize 0 13 12 15 
Oman 1 11 11 12. fj Finland 0 2 2 2 
Lebanon 1 7 4 14 ff Latvia 0 3 5 
United Arab Emirates 1 7 9 | Micronesia (Federated States of) 0 31 13 75 
Jamaica 1 14 9 25 [J Samoa 0 16 11 22 
Netherlands 1 4 4 4 | Brunei Darussalam 0 12 10 13 
Republic of Moldova 1 16 12 21 | Maldives 0 9 al 
Israel 1 4 4 fj Bahamas 0 10 13 
Costa Rica 1 8 10 | Marshall Islands 0 33 22 50 
Cuba 1 4 6 ff Slovenia 0 2 3 
Georgia 1 10 8 12 [| Tonga 0 16 26 
Armenia 1 12 g 16 | Barbados 0 12 17 
Fiji 0 26 24 28 | Estonia 0 3 2 3 
Guyana 0 30 19 48 | Saint Lucia 0 17 13 22 
Serbia 0 6 | Dominica 0 36 28 46 
Kuwait 0 | Cyprus 0 2 
Belgium 0 I wait 0 6 
Bulgaria 0 8 | Grenada 0 15 13 19 
Solomon Islands 0 20 14 29 | Saint Vincent and the Grenadines 0 16 13 20 
Hungary 0 | Seychelles 0 14 11 18 
Belarus 0 3 4 | Montenegro 0 3 

Bhutan 0 30 19 44 | Luxembourg 0 

Czechia 0 3 3 4 | Antigua and Barbuda 0 

Greece 0 4 4 5 | Nauru 0 32 18 55 
Uruguay 0 8 7 8 | Iceland 0 2 3 
Switzerland 0 4 4 5 | Saint Kitts and Nevis 0 12 9 16 
New Zealand 0 6 5 7 | Tuvalu 0 24 14 44 
Trinidad and Tobago 0 18 8 43 | Palau 0 18 10 34 
Sweden 0 3 3 3 Gj Andorra 0 2 5 
Slovakia 0 6 5 6 | Cook Islands 0 5 13 
Austria 0 4 3 4 | Monaco 0 3 2 5 
Portugal 0 4 4 4 | Niue 0 24 10 56 
Albania 0 9 8 9 | San Marino 0 2 1 4 
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TABLE 1. DEMOGRAPHICS 
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Countries 
and areas 


Population (thousands) 
2018 


Annual population 
growth rate (%) 


2000-2018 |2018-2030" 


Life expectancy at 


Dependency ratio 
(%) 


Proportion 
of urban 
population 
% 


2018 


Annual growth rate of 
urban population 
9 
‘0 


2000-2018 | 2018-2030" 


Net 
migration 
rate 
(per 1,000 
population) 
2015-2020 


Afghanistan 
Albania 


Algeria 

Andorra 

Angola 

Anguilla 

Antigua and Barbuda 
Argentina 

Armenia 

Australia 

Austria 

Azerbaijan 

Bahamas 

Bahrain 

Bangladesh 
Barbados 

Belarus 

Belgium 

Belize 

Benin 

Bhutan 

Bolivia (Plurinational State of) 
Bosnia and Herzegovina 
Botswana 

Brazil 

British Virgin Islands 
Brunei Darussalam 
Bulgaria 

Burkina Faso 
Burundi 


Cabo Verde 
Cambodia 
Cameroon 
Canada 
Central African Republic 
Chad 

Chile 

China 
Colombia 
Comoros 
Congo 

Cook Islands 
Costa Rica 
Cote d'Ivoire 
Croatia 
Cuba 
Cyprus 
Czechia 


Democratic People's Republic of 
Korea 


Democratic Republic of the Congo 
Denmark 

Djibouti 

Dominica 
Dominican Republic 
Ecuador 

Egypt 

EI Salvador 
Equatorial Guinea 
Eritrea 

Estonia 

Eswatini 

Ethiopia 

Fiji 


total under 18 | under 5 
STZ 8,745 5,601 
2,883 635 173 
42,228 4,416 4,951 
77 - - 
30,810 6,457 5,553 
15 - - 

96 26 i. 
44/361 3,103 3,748 
952) 710 211 
24,898 5,664 1,627 
8,891 1,539 434 
9,950 2,708 872 
386 106 26 
069 353 108 
161,377 54,163 | 14,517 
287 61 15 
9,453 1,855 566 
11,482 2,336 637 
383 140 eh} 
11,485 5,631 1,842 
754 23, 63 
11,353 4,209 1,192 
3,324 593 142 
2,254 901 272 
209,469 54,592 14,654 
30 - - 
429 dig 34 
7,052 1,213 313 
19,751 10,220 3,345 
11,175 5,789 984 
544 186 53 
16,250 5,943 174 
25,216 12,415 4,003 
37,075 7,060 954 
4,666 2,418 727 
15,478 8,375 2,815 
18,729 4,450 203 
1,427,648 304,793 85,912 
49,661 14,032 3,730 
832 382 122 
5,244 2522) 805 
18 - - 
4,999 1,287 354 
25,069 12,228 3,973 
4,156 723 189 
11,338 2,233 608 
189 243 65 
10,666 1,943 545 
25,550 6,309 1,744 
84,068 44,282 15,185 
S52 1,149 293 
959 338 101 
72 - - 
10,627 3,552 1,009 
17,084 5,724 1,653 
98,424 38,430 12,972 
6,421 2,107 578 
1,309 556 191 
3,453 1,659 483 
1,323 253 68 
1,136 510 143 
109,224 52,244 | 16,339 
883 305 91 


3.2 72 
-0.5 -0.3 
Li 1135) 
0.9 0.1 
3.5 eh 
5 0.6 
3 07 
1.0 0.8 
-0.2 0.0 
1.5 1.0 
0.5 0.3 
A 0.6 
A 0.8 
48 21 
3 0.9 
0.3 0.1 
-0.2 At) /2 
0.6 0.3 
24 tal 
29 2.6 
A 0.9 
| 1.3 
-0.7 “015 
8 17 
0 0.6 
21 0.5 
14 0.8 
-0.7 -0.8 
3.0 27 
3.1 29 
3 1.0 
6 1.2 
Cd) 24 
0.8 

A 2.0 
3.4 28 
ol 0.3 
0.6 0.2 
13) 0.6 
24 2.0 
ag) 2.4 
0. 0.0 
ile) 07 
2.3 25 
-0.4 -0.6 
0.1 -0.1 
3 0.6 
0.2 0.1 
0.6 0.4 
3.2 3.0 
0.4 0.4 
1.6 3 
0.2 0.2 
1.3 0.9 
ld 2 
2.0 J 
0.5 0.5 
43 3.0 
23 al 
-0.3 -0.3 
07 11 
28 24 
0.5 07 


Annual Total 

number of | fertility (live 
births births per 

(thousands)) woman) 

2018 

1,207 45 
34 1.6 
1,023 3.0 
1,257 He) 
i 2.0 
755 2.3 
4 8 
318 8 
88 5 
167 2.1 
5 8 

22 2.0 
2,935) 2.0 
3 6 
111 le, 
125 ie 
8 23) 
417 48 
3 2.0 
247 27 
27 a 
56 2.9 
2315 ila 
6 8 

63 6 
751 5.2 
437 5.4 
11 2 
365 2.5 
893 46 
386 5 
166 47 
654 5.7 
231 6 
16,824 17 
736 8 
27 42 
173 44 
70 8 
898 46 
oi 4 
115 6 
12 les 
110 1.6 
355 Ag 
3,468 5.9 
61 8 

21 27 
207 2.3 
336 24 
2,591 3.3 
117 2.0 
44 45 
105 41 
14 1.6 
30 3.0 
3,537 42 
19 28 


birth 
(years) 2018 
old 
1970 | 2000 | 2018 | total | child | age 
37 | 56) 64| 84; 79 5 
67 74 78 46 > 26 20 
50} 71 Wi | kis | ZF | iI) 
4 47 | 61 96 | 92 4 
(Hay || |) TA |) eer || | le 
66 74 77 56 39 «+17 
0) 7Al Tey |) eh | sie) |) al 
71 80 83 53 29 24 
700) 78081 Bi) | 2) 28 
63 67 73 42 ~~ 33 9 
GH e229 7 4A 329) eet 0 
63 74 77 28 25 3 
“YP || (sy || | ey |) 8 
69 77 79 50 26 24 
71 G7 5) AG) 258)) 22 
71 78 81 56 27-29 
66 |} 69 | 74 | 54)/ 47 il 
42 55 61 8478 6 
40 61 71 47 | 38 9 
46 62 71 62 50 12 
66} 74) 77 | 45/ 21 24 
54.51 69 62 55 7 
Bl || 700) |) as) GE || 13 
eh | 2 | | ee) | 7 
71 72 | 75 | 55} 23) 33 
eh | oil || (ah) SO) 185 5 
44 49 61 91 87 4 
bs} | Gel | gel |) ei) 28) Uf 
42 58 70 56 49 7 
47 | 51 ke) | GE || 76) 5 
73.79 + «82 49) 24 ~~ «26 
42 | 44) 53) 89 | 84 5 
4 48 54 98 94 5 
62076 S80 46) S29 et 
5971 77 | 40 | 25 | 15 
6273 77) 46) 1342 
46 59 64 74 69 5 
51 yd | (a SIO |) 5 
66} 77) 80 | 45/ 31 14 
44 50 57 81 76 5 
isk |) Wy | ee | tt! | 22 |) ai 
70 77 79 46) 24 = 22 
Te) | 7) || 8 44 | 24) 20 
70 75 79 54) 24 30 
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Countries 
and areas 


Population (thousands) 
2018 


Annual population 
growth rate (%) 


2000-2018 |2018-2030° 


Annual Total 
number of | fertility (live 
births births per 
(thousands)) woman) 
2018 2018 


Annual growth rate of 
urban population 
i) 
(i) 


2000-2018 | 2018-2030" 


Net 
migration 
rate 
(per 1,000 
population) 
2015-2020 
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Countries 
and areas 


Population (thousands) 
2018 


Annual population 
growth rate (%) 


total under 18 


under 5 


2000-2018 |2018-2030" 


Life expectancy at 


Dependency ratio 
(%) 


Proportion 
of urban 


population 
% 


fo 


2018 


Annual growth rate of 
urban population 
9 
() 


2000-2018 | 2018-2030* 


Net 
migration 
rate 
(per 1,000 
population) 
2015-2020 


ew Zealand 
Nicaragua 

iger 

igeria 

iue 

orth Macedonia 
orway 

Oman 

Pakistan 

Palau 

Panama 

Papua New Guinea 
Paraguay 

Peru 

Philippines 

Poland 
Portuga 
Qatar 
Republic of Korea 
Republic of Moldova 
Romania 


Russian Federation 


Rwanda 
Saint Kitts and Nevis 
Saint Lucia 


Saint Vincent and the Grenadines 


Samoa 

San Marino 

Sao Tome and Principe 
Saudi Arabia 
Senegal 

Serbia 

Seychelles 

Sierra Leone 
Singapore 

Slovakia 

Slovenia 

Solomon Islands 
Somalia 

South Africa 

South Sudan 

Spain 

Sri Lanka 

State of Palestine 
Sudan 

Suriname 

Sweden 
Switzerland 

Syrian Arab Republic 
Tajikistan 

hailand 
imor-Leste 

ogo 

Tokelau 

Tonga 

Trinidad and Tobago 
Tunisia 

urkey 

urkmenistan 

urks and Caicos Islands 
uvalu 

Uganda 

Ukraine 


4,743 1,112 
6,466 2,316 
22,443 12,732 4,503 
195,875 98,709 
2 2 
2,083 418 
5,338 1,127 
4,829 1,207 
212,228 87,938 
18 - 
4177 1,342 


6,956 2,446 


31,989 9,782 Caley) 


39,276 


37,922 6,745 1,843 


10,256 1,699 
2,782 440 


51,172 8,182 2,060 


4,052 765 

19,506 3,626 
145,734 30,223 9,497 
12,302 5,710 1,801 

52 - 

182 42 

110 30 

196 87 

34 - 

211 104 

33,703 9,801 


15,854 7,853 2,557 


8,803 1,691 
97 27 


7,650 3,655 1,134 


5,757 872 
5,453 1,000 
2,078 366 
653 304 
15,008 8,056 2,673 
57,793 19,702 5,796 
10,976 5,316 1,702 
46,693 8,162 


21,229 6,132 1,690 


4,863 2,202 
41,802 19,758 6,158 
576 187 
9,972 2,067 
8,526 523 


16,945 6,273 1,797 
9,101 3,829 329 


69,428 
1,268 571 


7,889 3,781 1,189 


1 

103 43 

1,390 337 
11,565 3,266 1,036 
82,340 24,377 6,749 

5,851 2,092 

38 - 

2 = 

42,729 23,085 
44,246 8,152 2,250 


8,606 3,629 1,084 


11 07 
14 11 
3.8 37 
2.6 25 
-0.9 0.2 
0.1 -0.1 
0.9 0.8 
42 ey; 
2.2 1.8 
-0.4 0.3 
8 A 
2s 8 
5 Al 

: 0 
a 2 
-0.1 -0.2 
0.0 -0.3 
8.6 D) 
0.4 0.0 
0.2 -0.3 
-0.7 -0.5 
0.0 -0.1 
24 2.3 
1.0 0.5 
0.8 0.3 
0.1 0.2 
07 1.0 
ile2; 0.2 
2.2 2.0 
Cal ils} 
27 2.6 
-0.4 -0.5 
1.0 0.5 
28 18) 
2.0 07 
0.1 -0.1 
0.2 -0.1 
iE) 2.3 
29 29 
14 11 
a2 1.9 
07 -0.1 
07 0.3 
2.3 2. 
24 2.3 
1 0.8 
0.6 0.5 
1.0 0.6 
0.2 3.8 
2a 2.0 
0.5 0.1 
2.0 1.8 
2.6 2.3 
0.9 0.8 
0.3 0.9 
0.5 0.1 
1.0 08 
1.5 0.7 
14 1.2 
a) ie 
11 11 
ac) 28 
-0.5 -0.7 
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number of | fertility (live 
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2018 
60 1.9 
133 24 
1,037 69 
7,433 5.4 
23 (5 
59 ibe 
91 29) 
5,999 3.5 
79 2.5 
233 3.6 
143 24 
573 2) 
2,191 2.6 
371 14 
80 3 
26 1.9 
377 Al 
4 a 
189 6 
1,842 8 
391 40 
2 1.4 
2 18) 
5 3.9 
7 43 
598 Lass} 
548 46 
83 5) 
2 24 
256 43 
50 2 
57 i 
20 1.6 
21 44 
629 6.1 
1,184 24 
387 47 
394 3 
336 2.2 
143 3.6 
1,347 44 
11 24 
119 1.9 
88 (es 
426 28 
280 3.6 
718 5 
37 40 
262 43 
3 3.6 
18 I 
203 2.2 
1,313 2.1 
139 28 
1,627 5.0 
421 14 


birth 
(years) 2018 
1970 | 2000 | 2018 | total | child 
71 78 82 «©5530 
54) 70| 74} 55) 47 
36 500 «62)—s111'— 105 
41 | 46} 54) 87 | 82 
66 | 73 | 76) 43 | 24 
74 | 79 | 82) 53} 27 
Bi) || 7 | ree |) Bi | ai) 
53 63 «467 «66 «58 
66 75 78 54 42 
460) 59) 64) 165; 459 
65 «671 74. 56 46 
eel |) Al |) P|) i 39 
63 69 71 5648 
TOU 4S 7S) 48 9 22. 
67 | 77 | 82 | 56] 21 
68 | 77 | 80 | 18 6 
61 76 83 38 8 
Gai |) ay || 2 | ey || 2 
68 70 76 51 23 
Ey |) sy || 2) AE 
45 49 69 75 70 
64 73 76 40 26 
64) 71 129 AT 33 
60 69 73 76 67 
55 «61 70 83 «78 
est || EP) yey) 210) | ee 
39 «58 «= 68—si8BS—ts«éB’OD 
68) 725 || 7G) |) 2525) 24 
66 71 73 | 45 | 34 
ele) || ee] Seb) Ze) 8 
68 78 83 31 16 
TAM || TEN) THE | ey |) 22 
69 76 81 53-23 
Bi || AsvA || Teh) 2G || 7 
4 51 57 9892. 
5S) ob | 1648525) 44 
36 49° «5883-76 
12 || TEN || GES || Bye |) 
64 «71 77 53387 
glee) JAN |) VAN | TRE) tay 
52 58 65 79 72 
CSN G8s 72 525i 
74 80 83 60 28 
73\ 280 84N S50) 22 
59 | 73] 72 | 56} 49 
| We a 66 «61 
59 | 71] 77 | 41 24 
AQ) i59)) 69.) 73) | 165 
47 53) «6 79 | 74 
64 70 7 71 60 
Gis. |) AGEN || ee) Gy | el) 
51 73) «77 48386 
by || 70) | var || so) |) ey 
58 64 68 54 48 
ASI 46 635) 96-292 
71 67 72 48 23 


100 


1.2 0.8 
il 1.6 
3.9 47 
47 3.8 
0.8 1.5 
0 0.5 
14 1.2 
5 24 
28 27; 
0.4 0.8 
23 9 
2.1 3.0 
2 se 
14 3 
18 a) 
0.2 0.0 
1.0 0.5 
8.8 5 
0.6 0.1 
0.5 0.2 
-0.6 -0.1 
0.1 0.2 
3.2 3.4 
0.6 1.0 
14 1.0 
0.9 1.0 
-0.4 0.5 
14 0.3 
3.9 28 
3.0 eS) 
3.5 3.6 
-0.1 0.1 
17 1.2 
3.8 3.0 
2.0 07 
-0.2 0.2 
0.6 0.5 
48 4.0 
46 41 
2.2 8 
4] 37 
1.0 0.2 
07 A 
26 26 
27 3.5 
11 0 
0.9 0.8 
1.0 0.8 
0.4 49 
De. 3.0 
3.1 14 
33 3.0 
3.9 3.6 
0.3 1.2 
0.2 0.4 
14 1.3 
ZS 2 
2.1 2.2 
4.0 14 
28 2.1 
5.9 5.0 
0.4 -0.4 


= & 
om w& 


oP neyry eon on 
co on“ ia Oo ke, ~ foo, — 


bob 
lop) 


to [eer to |Ro) = (8) Oo FS i 


seu S ox 
wonwonn 


4.0 
0.2 


TABLE 1. DEMOGRAPHICS 


STATISTICAL TABLES » 195 


Countries 
and areas 


Population (thousands) 
2018 


total 


under 18 


under 5 


Life expectancy at | Dependency ratio 
Annual population Annual Total birth (%) Proportion 
growth rate (%) number of | fertility (live (years) 2018 of urban 
births births per population 
(thousands); woman) old (%) 
2000-2018 |2018-2030" 2018 2018 1970 | 2000 | 2018 | total | child | age 2018 


Annual growth rate of 
urban population 
9 
‘0. 


2000-2018 | 2018-2030" 


Net 
migration 
rate 
(per 1,000 
population) 
2015-2020 


United Arab Emirates 9,631 1,633 
United Kingdom 67,142 14,042 
United Republic of Tanzania 56,313 28,558 
United States 327,096 73,857 
Uruguay 3,449 860 
Uzbekistan 32,476 10,824 
Vanuatu 293 131 
Venezuela (Bolivarian Republic of) 28,887 9,527 
Viet Nam 95,546 26,016 
Yemen 28,499 13,183 
Zambia ly 352 9,033 
Zimbabwe 14,439 7,082 
SUMMARY 
East Asia and Pacific 2,363,341 558,205 
Europe and Central Asia 918,905 | 195,798 
pei Europe and Central 423,215 103,678 
Western Europe 495,690 92,123 
Latin America and Caribbean 642,217 | 190,134 
Middle East and North Africa 447,891 | 155,635 
North America 364,296 80,943 
South Asia 1,814,014 619,326 
Sub-Saharan Africa 1,080,429 530,744 
Eastern and Southern Africa 560,914 268,016 
West and Central Africa 51S 515s 262:729 
Least developed countries 1,009,691 464,463 


World 


Itis no 


7,631,091 2,330,786 


For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
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advisable to compare data from consecutive editions of The State of the World's Children. 


DEFINITIONS OF THE INDICATORS 


Annual population growth rate — Average exponential rate 
of growth of the population over one year. It is calculated as 
n(Pt/PO)/t where t is the length of the period. It is expressed 
as a percentage. 


Total fertility — The average number of live births a 
hypothetical cohort of women would have at the end of their 
reproductive period if they were subject during their whole 
ives to the fertility rates of a given period and if they were not 
subject to mortality. It is expressed as live births per woman. 


Dependency ratios — The total dependency ratio is the ratio 
of the sum of the population aged 0-14 and that aged 65+ to 
he population aged 15-64. The child dependency ratio is the 
ratio of 
The old-age dependency ratio is the ratio of the population 
aged 65 years or over to the population aged 15-64. All ratios 
are presented as number of dependants per 100 persons of 
working age (15-64). 


he population aged 0-14 to the population aged 15-64. 


Life expectancy at birth — Number of years newborn 
children would live if subject to the mortality risks prevailing 
for the cross section of population at the time of their birth. 


Proportion of urban population — Urban population as a 
percentage of the total population. 


Net migration rate — The number of immigrants minus 

the number of emigrants over a period, divided by the 
person-years lived by the population of the receiving country 
over that period. It is expressed as net number of migrants per 
1,000 population. 


MAIN DATA SOURCES 


All demographic data — United Nations 
Population Division. Proportion of urban 
population for regions and growth rates 
for total and urban population calculated 
by UNICEF based on data from United 
Nations Population Division: August 2019 
(2018 for proportion of urban population). 


NOTES 


— Data not available. 


a Based on medium-fertility variant 
projections. 


Regional and global values are based 
on more countries and areas than 
isted here. Therefore, country values 
don't add up to the corresponding 
regional values and global value. 
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TABLE 2. CHILD MORTALITY 


Annual Under-5 Probability of dying Neonatal | Number of 
rate of |mortality rate by among children Annual Annual deaths as deaths 
Under-5 mortality rate | reduction | sex (deaths per | Infant mortality | Neonatal mortality rate | aged 5-14 (deaths | numberof | numberof |proportion of) among 
(deaths per 1,000 live | in under-5 | 1,000 live births) | rate (deaths per) (deaths per 1,000 live per 1,000 children under-5 neonatal all under-5 children 


Countries births) mortality 2018 1,000 live births) births) aged 5) deaths deaths deaths aged 5-14 
rate (%) (thousands) | (thousands) (%) (thousands) 

and areas 1990 | 2000 2018 | 2000-2018] male |female| 1990 | 2018 1990 | 2000 | 2018 1990 2018 2018 2018 2018 2018 
Afghanistan 179 129 62 41 66 59 121 48 75 61 37 16 5 74 45 60 a 
Albania 41 26 9 6.0 9 8 35 8 13 12 7 7 2 0 0 74 0 
Algeria 50 40 23 29 25 22 42 20 2a 21 15 9 4 24 15 62 3 
Andorra 11 6 3 44 3 3 9 3 6 3 1 7 1 0 0 50 0 
Angola 223 206 a 54 83 71 132 oi 54 5 28 46 16 94 36 38 ie 
Anguilla - - - - - - - - - - - - - - - - - 
Antigua and Barbuda 28 16 6 5.0 U 6 24 5 15 9 8 5 1 0 0 50 0 
Argentina 29 20 10 3.8 11 9g 25 9 15 1 6 3 2 8 5 64 2 
Armenia 49 31 12 Bal 14 11 42 11 2 16 6 3 Zz 1 0 ays 0 
Australia 9 6 4 29 4 3 8 3 5 Z 2 1 1 1 62 0 
Austria 10 6 4 2S 4 a 8 3 a 3 2 2 1 0 0 60 0 
Azerbaijan 96 75 22 6.9 24 19 76 19 33 34 11 5 3 4 2 Bi 0 
Bahamas 24 16 10 24 11 g 20 3 8 5 4 2 0 0 53 0 
Bahrain 23 13 7 3.2 7 7 20 6 I 5 3 4 2 0 0 43 0 
Bangladesh 144 87 30 5.9 a2 28 100 ES) 64 42 17 26 4 89 50 57 12 
Barbados 18 15 12 1.2 13 11 16 11 2 9 8 3 2 0 0 65 0 
Belarus 15 13 s 13 4 3 12 3 8 6 1 4 1 0 0 38 0 
Belgium 10 6 4 2.6 4 3 8 E 5 3 2 2 1 0 0 56 0 
Belize 38 24 13 3.3 14 Ws 31 11 9 12 9 5) a 0 0 67 0 
Benin 175 139 93 22 99 87 106 61 46 40 31 45 22 38 13 35 7 
Bhutan 127 78 30 5.3 32 27 89 25 43 32 16 20 7 0 0 56 0 
Bolivia (Plurinational State of) 121 75 27 57 29 24 84 22 41 29 14 13 5 7 4 54 1 
Bosnia and Herzegovina 18 10 6 29 6 5 16 5 ] 7 4 3 i 0 0 69 0 
Botswana 51 87 36 48 40 33 39 30 25 26 24 17 6 2 1 67 0 
Brazil 63 35 14 49 16 ie) 53 13 75 18 8 5 2 42 24 57 i 
British Virgin Islands - - - - - - - - - - - - - - - - - 
Brunei Darussalam 13 10 12 -0.6 (2 11 10 10 6 5 5 4 2 0 0 47 0 
Bulgaria 18 18 7 5.0 8 6 15 6 8 8 4 4 2 0 0 51 0 
Burkina Faso 199 179 76 47 81 72 59 49 46 4) 2 40 20 56 19 33 11 
Burundi 174 56 58 55 63 54 105 4) 40 37 22 62 23 25 9 38 8 
Cabo Verde 61 36 19 a3 2 18 47 17 20 17 ips 6 Zz 0 0 59 0 
Cambodia 116 107 28 74 31 25 85 24 40 35 14 35 5 0 5 52 2 
Cameroon 137 49 76 3.8 81 71 85 51 40 35 2 35 32 66 24 36 22 
Canada 8 6 5 1.2 5 5 d 4 4 4 3 2 1 Zz 68 0 
Central African Republic 180 172 116 22 123 110 117 84 52 49 41 32 15 g 7 36 

Chad 212 86 119 25 125 112 112 71 52 44 34 53 28 75 22 30 13 
Chile 19 1 ue 73 8 7 16 9 5 3 1 2 67 0 
China 54 37 g 8.1 9 8 42 7 29 2 4 8 2 146 73 50 40 
Colombia 35 25 14 31 16 13 2g 12 18 EI Z 0 6 55 2 
Comoros 125 102 67 2.3 73 62 88 51 50 4 32 18 9 Zz 48 0 
Congo 90 114 50 46 54 46 59 36 vais 2 20 37 i i] 3 41 1 
Cook Islands 24 8 8 46 9 7 20 7 13 0 4 2 0 0 50 0 
Costa Rica 7 EI g 22 10 8 14 8 g 8 6 3 2 1 0 67 0 
Cote d'Ivoire 155 145 81 3.2 89 73 105 59 49 47 34 31 25 70 30 43 17 
Croatia 3 8 5 3.2 5 4 1 4 8 6 3 3 1 0 0 55 0 
Cuba 3 9 5 3.0 5 4 1 4 r 4 2 4 2 1 0 4) 0 
Cyprus 11 7 2 ee) a ve 10 2 6 4 1 2 1 0 0 57 0 
Czechia 2 5 3 27 4 3 0 3 7 3 2 2 1 0 0 52 0 
ra Pemee RE MaNE CT a5) |leeo al). 48 6.6 ay | iG | <8 | m@ | @ | mw | wm 8 4 6 3 53 1 
Democratic Republic of the Congo 186 161 88 3.3 95 81 119 68 42 39 28 4 29 296 98 33 70 
Denmark 9 5 4 oO 5 4 7 4 4 S| 3 2 0 0 0 74 0 
Djibouti 118 101 59 3.0 64 54 92 50 50 44 32 26 13 1 1 54 0 
Dominica 6 15 36 -49 38 33 13 33 10 f 28 3 3 0 0 79 0 
Dominican Republic 60 4 29 9 32 26 46 24 24 24 9 8 3 6 4 67 

Ecuador 54 29 14 4.0 16 13 42 12 23 4 7 8 3 5 2 51 

Egypt 86 47 21 44 22 20 63 18 33 23 11 11 4 55 29 53 9 
El Salvador 60 33 14 49 15 i 46 12 23 5 7 7 4 2 1 49 0 
Equatorial Guinea 179 157 85 3.4 91 79 121 63 48 45 30 38 18 4 1 36 

Eritrea 153 86 42 40 47 36 94 31 35 27 18 45 LE] 4 2 44 

Estonia 18 11 3 79 3 2 4 2 10 5 1 5 1 0 0 47 0 
Eswatini 71 126 54 47 59 49 54 43 21 23 17 1 13 2 1 32 0 
Ethiopia 202 142 55 52 61 49 120 39 59 49 28 78 12 191 99 52 34 
Fiji 29 23 26 -07 28 23 24 22 12 g 1 0 5 0 0 42 0 
Finland 7 4 2 51 2 2 6 1 4 2 1 2 1 0 0 55 0 
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TABLE 2. CHILD MORTALITY 


Annual Under-5 Probability of dying Neonatal Number of 
rate of |mortality rate by among children Annual Annual deaths as deaths 
Under-5 mortality rate | reduction | sex (deaths per | Infant mortality | Neonatal mortality rate | aged 5-14 (deaths | numberof | number of |proportion of} among 
(deaths per 1,000 live | in under-5 | 1,000 live births) | rate (deaths per] (deaths per 1,000 live | per 1,000 children under-5 neonatal all under-5 children 


Countries births) mortality 2018 1,000 live births) births) aged 5) deaths deaths deaths aged 5-14 
rate (%) (thousands) | (thousands) (%) (thousands) 
and areas 1990 2000 2018 | 2000-2018| male |female| 1990 2018 1990 2000 2018 1990 2018 2018 2018 2018 2018 
France g 5 4 1.6 4 4 7 3 4 3 3 2 3 2 62 1 
Gabon 93 85 45 35 49 40 60 33 31 29 21 19 14 8 1 48 1 
Gambia 167 115 58 3.8 63 54 82 39 49 40 26 36 13 o 2 46 i 
Georgia 48 37 10 73 11 9 4) 9 25 23 6 7 2 1 0 59 0 
Germany 9 5 4 2.1 4 3 7 3 5) 3 2 2 3 7 60 1 
Ghana 127 99 48 41 52 43 80 35 42 36 24 27 12 41 21 51 9 
Greece 10 6 4 2.0 5 4 g 4 6 4 | 2 0 0 56 0 
Grenada 22 16 15 0.1 17 14 18 14 12 7 10 3 5 0 0 64 0 
Guatemala 80 52 26 38 29 23 59 pure 28 21 12 is 4 11 5 47 2 
Guinea 236 166 101 28 105 96 139 65 62 47 31 49 2 44 14 32 8 
Guinea-Bissau 223 175 81 42 88 75) 132 54 64 Isla) 37 40 16 5 7 46 | 
Guyana 60 47 30 24 34 26 47 25 31 27 18 6 5 0 60 0 
Haiti 144 103 65 2.6 70 59 100 49 39 30 26 31 12 17 i 40 2 
Holy See - - - - - - - - - - - - - - - - - 
Honduras 58 ol 18 4. 19 16 45 15 22 18 0 g 5 4 2 5b) ll 
Hungary 7 10 4 48 5 4 15 4 11 6 Z 3 1 0 0 53 0 
celand 6 4 Z 40 2 2 5 2 a 2 1 2 1 0 0 50 0 
ndia 126 92 37 5. 36 37 89 30 57 45 23 21 6 882 549 62 143 
ndonesia 84 52 25 4. 28 22 62 21 31 23 13 15 6 121 62 51 28 
ran (Islamic Republic of) 56 34 14 48 15 14 44 12 26 19 g 8 3 22 14 62 3 
raq 54 44 2h 28 29 24 42 os 26 24 15 9 7 29 Ae 58 7 
reland § 7 4 3.7 4 3 8 3 5 4 2 2 1 0 0 61 0 
srael 12 7 4 3.4 4 3 10 3 6 4 2 2 1 1 0 BZ 0 
taly 10 6 3 3.4 3 3 8 3 6 3 2 2 1 1 1 64 0 
Jamaica 30 72 4 24 16 3 25 2 20 17 10 5 3 1 0 71 0 
Japan 6 5 Z 3.3 3 2 5 2 3 1 2 1 2 1 33 1 
Jordan 36 OK 6 29 18 LE] 30 4 20 16 9 ] 3 3 Z 59 1 
Kazakhstan 52 43 0 8.1 11 9 44 9 22 21 6 6 3 4 2 56 | 
Kenya 107 106 41 bo 45 37 68 31 28 28 20 8 10 60 29 48 14 
Kiribati 95 ral 53 17 57 48 69 4) 36 29 23 6 9 0 0 44 0 
Kuwait 18 2 8 25 | 7 15 is 10 7 4 5 2 0 0 56 0 
Kyrgyzstan 65 49 9 5.3 21 7 54 7 24 20 13 6 3 3 2 69 0 
Lao People's Democratic Republic 153 107 47 45 52 42 105 38 47 38 23 44 9 8 4 48 ] 
Latvia 17 4 4 72 4 4 13 3 8 7 2 6 1 0 0 51 0 
Lebanon 32 20 7 5D 8 a 27 6 20 12 4 8 2 1 1 59 0 
Lesotho 90 118 8 24 88 74 72 66 39 40 35 7 9 5 z 43 0 
Liberia 262 187 is 54 76 65 175 53 59 45 24 33 17 11 4 35 2 
Libya 42 28 12 48 13 1 35 10 24 15 6 8 6 2 1 52 1 
Liechtenstein - - - - - - - - - - - - - - - - - 
Lithuania 15 11 4 5.4 4 4 12 3 8 5 2 4 1 0 50 0 
Luxembourg g) 5 2 3.8 3 Z i "a 4 2 1 2 0 0 0 60 0 
adagascar 159 107 54 33 58 49 97 38 39 31 21 41 12 45 18 39 8 
alawi 239 73 50 6.9 54 45 139 35 50 40 22 40 14 30 14 46 i 
alaysia 17 10 8 Aes} 8 7 14 7 8 5 4 5 3 4 2 55 1 
aldives 86 39 9 8.4 9 8 63 z 39 72 5 12 2 0 0 5D 0 
ali 230 88 98 3.6 103 92 120 62 67 51 33 44 26 i) 26 34 15 
alta 11 8 7 0.4 8 6 10 6 8 5 El 2 1 0 0 67 0 
arshall Islands 49 4) 33 11 37 29 39 27 20 18 15 9 6 0 0 46 0 
auritania 117 14 76 23 81 70 fl 52 46 43 33 2 8 11 5 45 1 
auritius 23 19 16 1.0 17 14 20 4 15 12 9 4 Z 0 0 59 0 
lexico 45 26 13 40 14 11 36 1 iD 13 8 5 2 28 Ax 59 6 
icronesia (Federated States of) 55 54 31 Rial 34 27 43 26 26 25 16 0 6 0 0 53 0 
jonaco 8 5 3 2.6 4 3 6 3 4 | 2 2 1 0 0 50 0 
ongolia 108 64 16 7.6 19 13 77 4 30 24 9 0 4 1 53 0 
lontenegro v 14 3} O15) 3 2 15 2 11 9 2) Z ll 0 0 63 0 
lontserrat - - - - - - - - - - - - - - - - - 
jorocco 79 49 iu 44 25 20 62 9 36 vs, 14 0 3 15 g 61 2 
ozambique 241 17 73 47 78 68 161 54 60 46 28 60 17 79 3 39 14 
yanmar 115 89 46 3.6 5 42 82 of 48 37 23 31 5 43 an 50 5 
Namibia 74 77 40 37 43 36 50 29 28 23 16 6 12 3 40 1 
Nauru 60 42 32 5 35 29 46 26 29 25 20 11 6 0 60 0 
Nepal 140 81 32 5.1 34 30 97 27 58 40 20 29 6 18 1 62 3 
Netherlands 8 6 4 2.6 4 3 I 3 4 2 i | 0 Ba 0 
New Zealand 1 7 6 4 6 5 9 5 4 3 3 3 1 0 0 61 0 
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TABLE 2. CHILD MORTALITY 


Annual Under-5 Probability of dying Neonatal | Number of 
rate of | mortality rate by among children Annual Annual deaths as deaths 
Under-5 mortality rate | reduction | sex (deaths per | Infant mortality | Neonatal mortality rate | aged 5-14 (deaths | numberof | number of |proportion of) among 
(deaths per 1,000 live | in under-5 | 1,000 live births) | rate (deaths per) (deaths per 1,000 live per 1,000 children under-5 neonatal all under-5 children 


Countries births) mortality 2018 1,000 live births) births) aged 5) deaths deaths deaths aged 5-14 
rate (%) (thousands) | (thousands) (%) (thousands) 
and areas 1990 2000 2018 | 2000-2018} male |female| 1990 2018 1990 | 2000 2018 1990 2018 2018 2018 2018 2018 
Nicaragua 66 37 18 3.8 20 6 51 16 Zo 16 9 8 4 2 1 al 1 
Niger 329 226 84 55 87 80 133 48 54 43 25 68 37 83 26 32 26 
Nigeria 211 185 120 24 12) 113 “Was 76 50 48 36 4) 20 866 267 31 110 
Niue 13 24 24 0.0 26 21 12 20 7 13 12 4 5 0 0 0 0 
North Macedonia 36 16 0 2.6 1 9 33 9 17 3 i 0 0 74 0 
Norway 9 5 3 3.6 3 z 7 2 4 3 1 1 0 0 59 0 
Oman 39 16 1 2.0 2 0 a2 10 17 7 5 6 2 0 45 0 
Pakistan 139 112 69 2a 74 65 106 57 65 60 42 14 10 409 251 62 46 
Palau 35 29 8 2.6 20 6 30 17 19 15 g u 4 0 0 50 0 
Panama 31 26 5 28 7 4 26 13 17 15 8 8 3 1 56 0 
Papua New Guinea 87 72 48 2.3 52 44 64 38 31 29 22 15 9 1 5 47 2 
Paraguay 45 34 20 29 22 8 36 17 22 18 11 7 3 3 2 53 0 
Peru 81 39 4 55 6 13 57 11 28 16 7 11 3 8 4 52 Z 
Philippines 57 38 28 1.6 31 25 40 22 19 17 14 14 5 63 30 47 12 
Poland 17 g 4 41 5 4 5 4 11 6 3 3 1 2 1 61 0 
Portugal 15 7 4 3.6 4 3 2 3 7 3 2 4 1 0 0 54 0 
Oatar 2 12 7 a3 7 6 18 6 1 a 4 4 1 0 0 53 0 
Republic of Korea 15 7 3 47 3 3 3 3 7 3 1 5 1 | 1 46 0 
Republic of Moldova 33 31 16 3.8 18 14 28 14 g 21 2 5 2 1 0 74 0 
Romania 3 22 7 6.1 8 7 24 6 5 10 3 5 2 1 1 46 0 
Russian Federation 22 ig i bis) 8 6 8 6 1 10 8 5 Zz 13 6 44 4 
Rwanda 154 183 35 91 38 32 94 27 40 41 6 72 10 13 6 46 3 
Saint Kitts and Nevis 3 23 12 37 13 11 a 10 g 15 8 5 2 0 0 63 0 
Saint Lucia 22 18 17 0.4 18 15 19 15 2 11 2 4 Z 0 0 75 0 
Saint Vincent and the Grenadines 24 Za 16 18 18 15 20 15 a 3 0 4 5 0 0 58 0 
Samoa 30 21 16 1.6 17 14 25 14 6 11 8 6 4 0 0 53 0 
San Marino 13 6 z 6.3 ue 2 12 Z 7 3 1 2 1 0 0 - 0 
Sao Tome and Principe 108 85 31 5.5 34 28 69 24 26 23 4 20 8 0 0 45 0 
Saudi Arabia 45 22 is 64 te 7 36 6 1) 12 4 z Z. 4 2 53 1 
Senegal 139 131 44 6.1 48 39 a 32 40 38 21 37 13 23 11 48 6 
Serbia 28 13 6 46 6 5 24 5 17 8 3 3 1 0 0 61 0 
Seychelles 7 14 14 0.3 16 13 14 12 11 9 3 0 61 0 
Sierra Leone 263 234 105 44 111 99 156 78 53 51 33 53 2 26 8 a2 4 
Singapore 8 4 3 1.8 3 3 6 2 4 2 i 2 0 0 38 0 
Slovakia 5 10 6 a 6 5 13 § 5 3 3 0 0 49 0 
Slovenia 0 6 Z 5.2 2 2 9 2 3 1 2 0 0 55 0 
Solomon Islands 39 30 20 23 2 18 31 17 15 3 8 8 4 0 0 42 0 
Somalia 179 172 122 1.3 127 115 108 77 45 44 38 38 24 73 24 32 11 
South Africa 59 74 34 43 37 31 46 28 20 7 11 8 6 40 13 32 6 
South Sudan 254 183 99 3.4 103 93 150 64 65 57 40 52 20 38 15 41 6 
Spain g 5 3 32 3 3 q 3 5 3 2 2 1 1 56 0 
Sri Lanka 22 17 7 44 8 7 19 6 13 10 4 6 Zz 3 Z 60 1 
State of Palestine 44 30 20 22 22 8 36 17 (os 16 11 6 3 3 2 54 0 
Sudan 132 104 60 3.0 65 55 82 42 43 37 29 29 8 80 38 48 g 
Suriname 48 34 9 3.3 21 i 4 17 23 18 10 7 a 0 0 53 0 
Sweden 7 4 3 23 3 2 6 2 4 2 2 1 1 0 0 56 0 
Switzerland 8 6 4 ile: 4 4 Uf 4 4 a 3 2 1 0 0 72 0 
Syrian Arab Republic 37 23 7 1.9 7 5 30 14 7 12 9 9 12 7 4 51 4 
ajikistan 102 84 35 49 39 al 8 30 31 28 15 12 5 10 4 44 1 
hailand 37 22 9 49 10 8 30 8 20 12 9 5 7 4 55 4 
imor-Leste 174 108 46 48 50 42 13 39 5D 37 20 2 8 i 1 45 0 
ogo 145 120 70 3.0 7 64 90 47 43 36 25 37 ra 18 6 36 4 
okelau - - - - - - - ~ - - - - - - - - - 
onga 22 18 6 0.6 14 17 19 13 10 8 7 5 3 0 0 40 
rinidad and Tobago 30 29 8 25 20 17 a 16 20 18 iz 4 Z 0 0 63 0 
unisia 55 30 7 82 18 15 43 15 29 20 11 7 3 3 2 67 
urkey 74 38 71 11 0 BG 9 33 19 D 9 a 14 7 2 3 
Turkmenistan 85 81 46 32 52 40 68 39 28 30 21 7 4 6 3 46 0 
Turks and Caicos Islands - - - - - - - - - - - - - - - ~ - 
Tuvalu 53 4] 24 23 27 22 42 21 28 fs) 16 10 5 0 0 71 0 
Uganda 185 148 46 6.4 51 42 109 34 39 32 20 32 15 74 32 44 19 
Ukraine 19 18 g 41 10 8 17 ad 12 11 5 4 4 2 58 
United Arab Emirates 7 11 8 22 8 vi 14 6 8 6 4 5 vu 1 0 53 0 
United Kingdom 9 7 4 24 5 4 8 4 4 4 3 2 | 3 2 60 
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Under-5 mortality rate 


Annual 
rate of 
reduction 
in under-5 
mortality 
rate (%) 
2000-2018 


(deaths per 1,000 live 
Countries births) 
and areas 1990 | 2000 | 2018 
United Republic of Tanzania 166 130 53 
United States 11 8 7 
Uruguay 23 7 8 
Uzbekistan 72 63 21 
Vanuatu 36 29 26 
Venezuela (Bolivarian Republic of) 30 22 25 
Viet Nam 51 30 21 
Yemen 126 95 55 
Zambia 186 162 58 
Zimbabwe 80 105 46 
SUMMARY 
East Asia and Pacific by 40 5 
Europe and Central Asia 31 21 9 
Poa Europe and Central 46 36 13 
Western Europe 10 6 4 
Latin America and Caribbean Eh) 33 16 
Middle East and North Africa 65 42 22 
North America 11 8 6 
South Asia 130 94 42 
Sub-Saharan Africa 180 153 78 
Eastern and Southern Africa 164 136 57 
West and Central Africa 197 170 97 
Least developed countries 175 137 64 
World 93 76 39 


5.0 
14 
45 
6.0 
0.5 
-0.7 
2.0 
3.0 
ay 
45 


5.4 
5.0 


5.7 


28 
3.8 
37 
1.4 
45 
3.8 
48 
31) 
4.2 
3.8 


Under-5 Probability of dying 
mortality rate by among children Annual 
sex (deaths per | Infant mortality | Neonatal mortality rate | aged 5-14 (deaths | number of 
1,000 live births) | rate (deaths per} (deaths per 1,000 live | per 1,000 children under-5 
1,000 live births) births) aged 5) deaths 
(thousands) 
male |female| 1990 | 2018 | 1990 | 2000 | 2018 1990 2018 2018 
57 49 101 38 40 | 34 21 30 13 107 
7 6 9 6 6 5 4 2 1 25 
8 Hi 20 6 12 8 5 3 2) 0 
24 8 60 19 31 29 12 6 3 15 
28 24 Zz) 22 i 13 12 i 5 0 
26 23 25 21 3 11 15 4 3 13 
24 7 ai 16 24 15 11 12 3 ce} 
59 51 88 43 43 37 27 20 8 47 
63 bg 111 40 oi bs) 23 30 12 36 
51 42 52 34 24 23 21 14 13 21 
6 4 43 12 “aif 20 8 10 3 462 
0 8 25 8 14 10 5 4 2 96 
14 11 37 11 21 17 6 6 Z 78 
4 3 ] 3 6 3 2 2 | 18 
8 15 43 14 23 16 g 3 172 
23 20 50 18 28 21 12 10 4 220 
7 6 9 5 6 5 3 il 27 
43 4 92 35 59 47 26 20 6 1,475 
83 72 107 53 46 4 28 40 18 2,869 
62 52 101 40 43 38 24 39 13 1,024 
103 90 115 64 48 44 31 40 23 1,845 
69 59 108 46 52 42 26 39 14 1,992 
i] 36 65 29 37 31 18 15 7 5,322 


For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
It is not advisable to compare data from consecutive editions of The State of the World's Children. 


DEFINITIONS OF THE INDICATORS 


Under-5 mortality rate — Probability of dying between birth 
and exactly 5 years of age, expressed per 1,000 live births. 
Infant mortality rate — Probability of dying between birth and 
exactly 1 year of age, expressed per 1,000 live births. 
Neonatal mortality rate — Probability of dying during the first 
28 days of life, expressed per 1,000 live births. 

Probability of dying among children aged 5—14 — 
Probability of dying at age 5-14 years expressed per 1,000 
children aged 5. 


MAIN DATA SOURCES 


Under-5, infant, neonatal and age 
5-14 mortality rates — United Nations 
Inter-agency Group for Child Mortality 
Estimation (UNICEF, World Health 
Organization, United Nations Population 
Division and the World Bank Group). Last 
update: September 2019. 


NOTES 
— Data not available. 


Neonatal Number of 
Annual deaths as deaths 
number of |proportion of} among 
neonatal all under-5 children 
deaths deaths aged 5-14 
(thousands) (%) (thousands) 
2018 2018 2018 
44 4 20 
14 54 6 
0 60 0 
8 54 2 
0 44 0 
8 61 2 
7 51 4 
23 50 6 
15 42 6 
9 45 5 
230 50 103 
50 52 7 
30) 51 13 
| 60 4 
Ch 55 30 
122 56 37 
5 55 6 
909 62 211 
1,054 37 518 
441 43 189 
613 33) 330 
821 4 371 
2,476 47 923 


Under-5 deaths, neonatal deaths and 
deaths aged 5-14 — United Nations 
Inter-agency Group for Child Mortality 
Estimation (UNICEF, World Health 
Organization, United Nations Population 
Division and the World Bank Group). Last 
update: September 2019. 
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TABLE 3. MATERNAL AND NEWBORN HEALTH 


Countries 
and areas 


Adoles- 
cent birth 
rate 
2013- 
2018* 


Births by 


Antenatal care (%) 


Delivery care (%) 


Postnatal health 


check(%)+ Maternal mortalityt 


Afghanistan 
Albania 
Algeria 
Andorra 
Angola 
Anguilla 
Antigua and Barbuda 
Argentina 
Armenia 
Australia 
Austria 
Azerbaijan 
Bahamas 
Bahrain 
Bangladesh 
Barbados 
Belarus 
Belgium 
Belize 
Benin 
Bhutan 


Bolivia (Plurinational State of) 


Bosnia and Herzegovina 
Botswana 

Brazil 

British Virgin Islands 
Brunei Darussalam 
Bulgaria 

Burkina Faso 

Burundi 

Cabo Verde 

Cambodia 

Cameroon 

Canada 

Central African Republic 
Chad 

Chile 

China 

Colombia 

Comoros 

Congo 

Cook Islands 


Costa Rica 
Cote d'Ivoire 
Croatia 
Cuba 
Cyprus 
Czechia 


Democratic People's Republic of 


Korea 


Democratic Republic of the Congo 


Denmark 

Djibouti 

Dominica 
Dominican Republic 
Ecuador 

Egypt 

EI Salvador 
Equatorial Guinea 
Eritrea 

Estonia 

Eswatini 

Ethiopia 


Demand for 
family planning 
satisfied with 
modern methods 
‘0 
2013-2018* 
Women | Women 
aged | aged 
15-49 | 15-19 

42 21 

5 5 
71 — 
24 15 
a — 
21 x 13 x 
73 68 
70 x - 
74 x - 
66 47 
26 13 
851% - 
50 - 
Zax - 
89 x - 
55 51 
37 55 
SEX 68 x 
56 46 
38 35 
29 x = 
18 i] 
97 x - 
86 72 
27 x 20 x 
89) 28 
89 x - 
39 - 
88 73 
90 — 
16 12 
84 67 
80 x - 
80 64 
82 70 
21 x 20 x 
20 x 6 x 
8 a 
62 - 


176 x 


2013-2018* 2013-2018* 2013-2018* 
Skilled birth 
At least four visits attendant Lifetime 
risk of 
Atleast] Women | Women | Women | Women | Institu- For Number of | Maternal) maternal 
one aged aged aged aged tional C- new- For maternal | mortality | death (1 
visit 15-49 15-19 15-49 15-19 | delivery | section | borns |mothers} deaths ratio in X) 
59 18 16 51 54 48 3 9 40 7,100 638 33 
88 78 72 100 100 99 31 86 88 5 15 3,800 
93 67 - 97 - | 9 16 - - 1,200 112 270 
82 61 56 50 50 46 4 21 23 3,000 241 69 
100x 100 = 00 - | - - - - 42 1,200 
98 x 90 x 85 x 00 - 99 29 x - - 290 39 1,100 
100 96 93 00 100 99 18 98 7 1 26 2,000 
98 x 92 x - - - 99 31 x - - 20 6 8,200 
= = = 99 = 99 24 x - - 4 5 | 13,500 
92 x 66 x 40 x 00 93 x 93 x 20 x - 83 x 44 26 1,700 
98 x 85 - 98 = | = = = = 4 70 820 
100 x 100 - 00 - 98 x - - - 3 14 3,000 
64 31 Bd, 42 || Sy 28) 2) 36 5,100 173 250 
93 x 88 x - 99 - 100 x 21 x 98 x 97 x 27 2,400 
100 x 100 x 95 x 00 100 x | 100 x Z5ex 100 x 100 x 3 2 23,800 
- - - - - - 18 x - - 6 5 11,200 
97 93 92 97 97 96 34 96 96 3 36 1,100 
83 52 52 78 77 84 5 64 66 1,600 397 49 
98 x 85 66 x 75x 40 x 74 x 12 x 30 x 41x 24 183 250 
96 86 69 x 85 x 76 x 88 33 - - 380 155 220 
87 x 84 x - 100 = | 100 x 14 x - - 3 10 8,200 
94 x 73 x - 99 x - 100 - - - 81 144 220 
97 91 - 99 - | 99 56 - - 1,700 60 940 
99 x 93 x - 100 - | 100x - - - 2, 31 1,700 
- - - 100 - 94 36 - - 6 10 7,000 
93 47 32 x 80 75 x 82 4 33 74 2,400 320 oy 
99 49 52 85 91 84 4x 8 x 51 2,400 548 33 
98 x 2X, - 92 - 76 x Wis - - 6 58 670 
95 76 71 89 91 83 6 79 90 590 160 220 
83 5g) 51 65 66 61 v2 69 65 4,700 529 40 
100 x 99 x - 100 x - 98 x 26 x - - 40 10 6,100 
68 x 38 x 32 x 40 x AGEx)|| 53) x 5 x - - 1,400 829 25 
55 31 33 20 27 22 1 5 16 7,300 1,140 15 
= = = 100 = 100 50 x - - 29 3 4,600 
100 81 - 100 - 100 4 63 64 4,900 29 2,100 
97 90 86 99 96 99) 46 7x 1 610 83 630 
92 x 49 x 38 x 82 x 82 x 76 x 10 x 14 x 49 x 72 273 83 
94 79 77 94 92 92 5 86 80 650 378 58 
100 x - - 00 x - 100 x - - - - - - 
98 x 90 x 88 x 99 98 x 99 22 - - 19 27 1,900 
93 51 47 74 76 70 3 83 80 5,400 617 34 
- 98 - 00 - - 24 - - 3] 8 9,100 
99 98 99 99 97 100 40 98 99 42 36 1,800 
99x - - - - 97 - - - i 6 11,000 
- - - 00 x - 100 20 x - - 4 3 17,900 
100 94 - 00 - 92 13 99 98 310 89 620 
88 48 50 80 81 80 5 8 44 16,000 473 34 
- - - - - - ZA 2 - - 2 4 16,200 
88 x 23 x - 87 x - 87 x 11x - - 51 248 140 
100 x - - 100 - | - - - - - - - 
98 93 90 98 99 98 58 95 95 200 95 410 
84 x 58 x - 96 - 93 46 - - 200 59) 640 
90 83 88 92 93 87 52 14 82 960 37 730 
96 90 90 98 99 98 32) 97 94 54 46 960 
91 x 67 x - 68 x - 67 x 7x - - 130 301 67 
Box 57 x - 34 x - | 34x a - Bx 510 480 46 
- 97 - 100 x - 99 - - - 1 9 6,900 
99 76 68 88 89 | 88 12 90 88 130 437 72 
62 32 30 28 39 26 2 0x 7 14,000 401 55 
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TABLE 3. MATERNAL AND NEWBORN HEALTH 


Demand for 
family planning 
satisfied with 
modern methods Postnatal health 
(%) Antenatal care (%) Delivery care (%) check(%)* Maternal mortalityt 
2013-2018* 2013-2018* 2013-2018* 2013-2018* 
Skilled birth 
Life Adoles- | Births by At least four visits attendant Lifetime 
expec- cent birth] age 18 risk of 
Countries tancy: |Women|Women| rate (%) |Atleast}) Women | Women | Women | Women Institu- For Number of | Maternal | maternal 
female | aged | aged 2013— 2013— one aged aged aged aged tional C- new- For maternal | mortality | death (1 
and areas 2018 | 15-49 | 15-19 | 2018* 2018* visit 15-49 15-19 15-49 15-19 | delivery | section | borns |mothers| deaths ratio in X) 
Fiji 69 - - 40 - 100 x 94 - 100 - 99 - - - 6 34 1,000 
Finland 85 - - 6 - 100 x - - - - 100 16 x - - 2 3 20,900 
France 85 96 x - 5 - 100 x GOR - - - 98 PAN 53 - - 56 8 7,200 
Gabon 68 34 x 23 x 91 x 28 x 95 x 78 x 76 x 89 x 91 x 90 x 10 x 25 x 60 x 170 252 93 
Gambia 63 24 11 86 x if) 86 78 74 57 64 63 2 6 76 520 597 31 
Georgia 78 - - 44 6 x 98 x 88 - 100 - 100 4 - - 14 25 1,900 
Germany 84 - - a - 100 x 99 - - - 99 29 x - - Be 7 9,400 
Ghana 65 46 - 75 7 9 87 81 71 76 73 13 23 81 2,700 308 82 
Greece 85 - - 9 - - - - - - - - - - Vs 3 26,900 
Grenada 75 - - 36 - 100 x ~ - gg - - - - - 0 25 1,700 
Guatemala 77 65 50 92 20 9 86 85 66 70 65 26 8 78 400 Os 330 
Guinea 62 21 14 120 37 8 35 48 55 60 53 3 64 49 2,600 576 35 
Guinea-Bissau 60 38 20 106 x 28 92 65 65 45 Bb) 44 4 55) 48 440 667 32, 
Guyana 73 52 7 74 16 9 87 86 86 94 93 7 95 93 26 169 220 
Haiti 66 4 31 55 14 9 67 55 42 ou 39 5 38 31 1,300 480 67 
Holy See - - - - - - - - - - - - - - - - - 
Honduras 77 76 x 67 x 103 228s Six 89 x 87 x 83 x 87 x 83 x 19 x 81 x 85 x 130 65 560 
Hungary 80 - - 25 - - - - 99 x - - 31 x - - 11 12 6,200 
iceland 84 - - 7 - - - - - - - WS - - 0 4 14,400 
ndia 71 66 27 11 9 79 51 53 81 86 79 7 27 65 35,000 145 290 
ndonesia 74 78 72 48 x y 98 77 65 94 87 74 , 79 87 8,600 177 240 
ran (Islamic Republic of) 78 69 x = 36 5x 97 x 94 x - 96 x - 95 x 46 x - - 250 16 2,600 
raq 72 55 - 82 x 14 88 68 76 96 97 87 30 78 83 870 18 320 
reland 84 - - 7 - 100 x - - 100 x - 100 25 x - - 3 5 11,300 
srael 84 - - g - - - - - - - - - - 5 3 10,800 
taly 85 - - 5 - 99 x 68 x - - - 100 40 x - - 7 2 51,300 
Jamaica 76 7SRx - 46 x 15 x 98 x 86 x 85 x 99 x 97 x 99 x PASS - - 38 80 600 
Japan 88 - - 4 - - - - - - 100 - - - 44 5 16,700 
Jordan 76 57 31 27 5 98 92 93 100 100 98 26 86 83 100 46 730 
azakhstan 77 82 - 25 2 99 95 98 99 99 99 15 99 98 37 10 3,500 
enya 69 78 68 96 28 94 58 4g 62 65 61 9 36 59 5,000 342 76 
iribati 72 36 x 0x 49 x 9x 88 x WM x - 98 x - 66 x 10 x - - 3 92 290 
uwait 76 - - 6 - 100 x - - 99 x - 99 - - - I 12 4,200 
yrgyzstan 75 65 4 34 4 98 95 93 98 98 98 7 99 98 95 60 480 
Lao People's Democratic Republic 69 61x | 48 x 83 18 78 62 52 64 56 65 6 47 47 310 185 180 
Latvia 80 - - 15 - 92 x - - 100 x - 98 - - - 4 19 3,100 
Lebanon 81 - - ex - 96 x - - 98 x - 100 x - - - 34 29 1,600 
Lesotho 57 76 55 94 14 95 74 70 78 85 77 10 18 62 310 544 58 
Liberia 65 37 22 150 37 96 78 78 61 67 56 4 35 Ti 1,000 661 82, 
Libya 76 24 - 11 - 93 x ~ - - - 100 - - - 92 72 590 
Liechtenstein - - - 4 - - - - - - - - - - = - - 
Lithuania 81 - - 13 - 100 x - - 100 x - - - - - 2 8 7,500 
Luxembourg 84 - - 5 - - o7ax - 100 x - 100 x PRR) 53 - - 0 5 14,300 
adagascar 68 60 - 152 36 82 51 47 x 44 40 x 38 2 - - 2,800 335 66 
alawi 67 75 62 138 31 98 51 46 90 92 91 6 60 42 2,100 349 60 
alaysia 78 - - 10 - 97 - - 99 - 99 - - - 150 29 1,600 
aldives 80 43 x eix 10 1 a9) 82 87 100 100 95 40 82 80 4 53 840 
ali 60 33 21 174 33 80 43 38 67 42 67 2 63 58 4,400 562 29 
alta 84 - - 13 - 100 x - - - - 100 - = - 0 6 10,200 
arshall Islands - 80 x 40 x 85 x 21 x 81 x 77 x - 90 x - 85 x 9x - - - - - 
auritania 66 30 - 84 22 87 63 56 69 67 69 5 58 57 1,100 766 28 
auritius 78 4 - 24 - - - - 100 - 98 x - - - 8 61 1,200 
exico 78 81 64 7\ 21 99) 94 93 98 98 97 4 (hs) 95 740 38) 1,300 
icronesia (Federated States of) | 69 - - 44 x - 80 x - - 100 x = 87 x 11x = - 2 88 370 
onaco - - - - - - - - - - - - - - — — — 
ongolia 74 67 42 30 3 99 90 81 100 97 98 23 99 95 35 45 710 
ontenegro 79 34 - 10 3 92 87 - 99 - 99 20 99 95 0 6 9,900 
ontserrat = - = 54 x = - = m= - - = - = a = = = 
orocco 78 69 = 32 x 8x 89 54 30 x 87 x 70 x 86 21 - - 480 70 560 
ozambique 63 50 34 194 40 x 87 52 55 65 68 55 x 4x 28 - 3,100 289 67 
yanmar 70 75 73 36 5 81 59 47 60 61 37 7 36 71 2,400 250 190 
amibia 66 75 47 64 15 97 63 58 88 88 87 14 20 69 140 195 140 
auru - 42 x - 94 22x | 95x 40 x - 97 x - 99 x 8 x = = = = = 
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TABLE 3. MATERNAL AND NEWBORN HEALTH 


Countries 
and areas 


Life 
expec- 
tancy: 
female 

2018 


Demand for 
family planning 
satisfied with 
modern methods 
‘0 


2013-2018* 


Adoles- 
cent birth 
rate 
2013- 
2018* 


Births by 


Antenatal care (%) 


Delivery care (%) 


Postnatal health 
check(%)* 


Maternal mortality 


epal 
etherlands 
ew Zealand 
icaragua 
iger 

igeria 

iue 

orth Macedonia 
orway 
Oman 
Pakistan 
Palau 


Panama 

Papua New Guinea 
Paraguay 

Peru 

Philippines 

Poland 

Portugal 

Qatar 

Republic of Korea 
Republic of Moldova 
Romania 

Russian Federation 
Rwanda 

Saint Kitts and Nevis 
Saint Lucia 


Saint Vincent and the Grenadines 


Samoa 

San Marino 

Sao Tome and Principe 
Saudi Arabia 
Senegal 

Serbia 

Seychelles 

Sierra Leone 
Singapore 

Slovakia 

Slovenia 

Solomon Islands 
Somalia 

South Africa 

South Sudan 

Spain 

Sri Lanka 

State of Palestine 
Sudan 

Suriname 

Sweden 
Switzerland 

Syrian Arab Republic 
ajikistan 

hailand 

imor-Leste 

Togo 

Tokelau 

onga 

rinidad and Tobago 
unisia 

urkey 

urkmenistan 

Turks and Caicos Islands 


Women | Women 
aged | aged 
15-49 | 15-19 
56 25 
93 x 87 x 
45 28 
38 15 
22a, - 
40 - 
49 23 
74 37 
41 x = 
83 83 
67 65 
53 47 
69 x - 
60 x - 
65 84 
72 x - 
39 11 
51 38 
50 25 
25) — 
45 32 
38 13 
73 = 

6 x - 
74 58 
65 35 
30 19 
73 x - 
53 x 31 x 
45 18 
89 83 
38 22 
32 15 
48 x - 
58 x 61 x 
73 x - 
60 30 
76 11 


foe) 
fos) 


[<0} 


NN Ss 
DFFROOADAN ow 
~ x 


MANE 
aos 
~ 


72 


2013-2018* 2013-2018* 2013-2018* 
Skilled birth 

At least four visits attendant Lifetime 

risk of 

Atleast] Women | Women | Women | Women | Institu- For Number of | Maternal) maternal 

one aged aged aged aged tional C- new- For maternal | mortality | death (1 
visit 15-49 15-19 15-49 15-19 | delivery | section | borns |mothers} deaths ratio in X) 
84 69 72 58 69 57 9 58 57 1,100 186 230 
- - - - - - 14 x - - 9 Beli S00) 
- - - - - 97 23 x - - 5 9 6,100 
95 x 88 x - 88 x - 71 30 x - - 130 98 380 
83 x 38 32 x 40 36 x 59 1x 13 x 37 x 5,100 509 27 
67 57; 47 43 82, 3o) 3 2 42 67,000 917 21 
100 x - - 100 x - - - - - - - - 
Cie) 94 x - 100 - 100 25x - - 2 i 9,000 
- - - - - 99 16 x - - 1 2 25,700 
99 94 - 99 - 99 19 98 95 7 19 1,600 
86 44 69 70 66 22 64 62 8,300 140 180 
90 x 81 x - 100 - 100 x = = = = = = 
93 88 84 94 89 91 28 93 92 4 52 750 
76 49 - SEX - 55 - - 46 340 145 190 
99 94 92 96 97 93 46 8 94 180 129 290 
Gi 96 93 O72; 90 91 32) 96 61 500 88 480 
94 87 80 84 86 78 13 86 86 2,700 121 300 
- - - 00 x - 100 21 x - - 8 2 30,300 
100 x - - 00 x - 99 31 x - - 6 8 10,700 
Sirx 85 x - 00 - Soi 20 x - - 2 9 5,000 
- 97 x - - - 100 32 x - - 43 1 8,300 
GOR brx - 00 - 99 x 16 x - - 8 9 3,900 
76 76 x - 95 - 95 34 - - 36 19 3,600 
- - - 00 x - 99 x 13 x - - 320 17 3,100 
98 44 39 91 94 91 13 19 43 960 248 94 
100 x - - 00 - - - - - - - - 
97 x 90 x - 99 x - 100 x 19 x 100 x 90 x 3 117 580 
100 x 100 x - 99 - - - - - il 68 750 
93 73 - 83 - 82 5 - 63 2 43 590 
98 84 81 93 94 91 6 91 87 ] 130 170 
Syiex - - 98 - - - - - 100 17 2,300 
97 57 53 68 69 78 5 78 77 1,700 315 65 
98 94 95 98 98 98 29 - - 10 2 5,800 
- - - 99 x - - - - - 53 790 
97 78 77 82 82 77 3 92 90 2,900 1,120 20 
- - - - - 100 - - - 4 8 9,900 
Oyiex - - ER) 9 - - 24 x - - 3 5 | 12,600 
100 x - - 100 x - 100 x - - - 7 9,300 
89 69 - 86 - 85 6 16 69 22 104 200 
26 x 6 x - 9x - 9x - - - 5,100 829 20 
94 76 dit 97 97 96 26 - 84 1,400 119 330 
62 17 x 21 x 19 x 25 x 12 x 1x - - 4,500 1,150 18 
= = = = = = 26 x - - 14 4 21,500 
99 93 x - 100 - 100 32 - 99 120 36 1,300 
99 96 96 100 100 99 20 94 91 39) 27 880 
79 51 49 78 77 28 9 28 27 3,900 295 75 
91 x 67 x 68 x 90 x 93 x 92 x 19 x - - 13 120 330 
100 x - - - - - - - - 5 4 12,600 
- - - - - - 30 x - - 4 513/900) 
88 x 64 x - 96 x - 78 x 26 x - - 130 31 1,000 
92 64 67 95 96 88 5 90 92 46 7 1,400 
98 91 89 99 99 99 33 - - 270 37 1,900 
84 77 74 56 58 49 4 31 eh) 52 142 170 
52 57 52 45 58 73 7 35 71 1,000 396 56 
99 x 70 x - 96 x - 98 x 17 x - - 52 540 
95x 100 - 100 - 98 x 22 x - O2Ex 12 67 840 
98 x 85 x - 74 x - 99 x 27 x 98 x 92 x 90 43 970 
97 89 Bax 97 98 97 48 72 88 220 17 2,800 
100 96 98 100 100 100 6 100 100 10 7 4,400 
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Life 
expec- 
Countries taney: 
female 

and areas 2018 
Tuvalu - 
Uganda 65 
Ukraine 77 
United Arab Emirates 79 
United Kingdom 83 
United Republic of Tanzania 67 
United States 81 
Uruguay 81 
Uzbekistan 74 
Vanuatu 12, 
Venezuela (Bolivarian Republic of) 76 
Viet Nam 79 
Yemen 68 
Zambia 66 
Zimbabwe 63 
SUMMARY 
East Asia and Pacific 79 
Europe and Central Asia 81 

Eastern Europe and Central 

Asia us 

Western Europe 84 
Latin America and Caribbean 79 
Middle East and North Africa 76 
North America 82 
South Asia 71 
Sub-Saharan Africa 63 

Eastern and Southern Africa 66 

West and Central Africa 59 
Least developed countries 72 
World 75 


It is not advisable to compare data from consecutive edi 


DEFINITIONS OF THE INDICATORS 


Life expectancy at birth — Number of years 


Demand for 
family planning 
satisfied with 
modern methods Postnatal health 
(%) Antenatal care (%) Delivery care (%) check(%)* Maternal mortalityt 
2013-2018* 2013-2018* 2013-2018* 2013-2018* 2017 
Skilled birth 
Adoles- | Births by At least four visits attendant Lifetime 
cent birth) age 18 risk of 
Women|Women| rate (%) |Atleast) Women | Women | Women | Women | Institu- For Number of | Maternal | maternal 
aged | aged 2013— 2013— one aged aged aged aged tional C- new- For maternal | mortality | death (1 
15-49 | 15-19 | 2018* 2018* visit 15-49 15-19 15-49 15-19 | delivery | section | borns |mothers| deaths ratio in X) 
41x - 28 x 3 x 97 x 67 x - 93 x - 93 x 7x - - = = = 
54 = 132 28 97 60 59 74 80 73 08 ex 54 6,000 375 49 
68 x - 23 4x 99 x 87 x 87 x 99 x 99 x 99 x 12 x 99 x 96 x 83 19 3,700 
= = 5 = 100 x - - 100 x - 100 x - - - a 3 | 17,900 
- - 14 = - = - - 7 - 26 x - - 52 7 8,400 
52 35) 139 22. 98 62 48 64 70 63 6 42 34 11,000 524 36 
- - 19 = - 97 x - 99 - = 31 x - - 720 19 3,000 
= = 36 = 97 77 44 x 100 100 x 100 30 = = 8 17 2,900 
- - 30 x 2x 99 - - 100 - 100 14 - - 200 29 1,200 
51 = 78 x is 76 52 = 89 = 89 12 = = 6 72 330 
- - 95 x 24 98 84 - 100 - 99 52 - - 670 125 330 
69 60 30 5 96 74 Bh) 94 87 94 28 89 90 700 43 1,100 
38 22 67 x 7 60 25 30 45 52 30 5 11 20 1,400 164 150 
64 Gil 141 x 31 96 56 52 63 73 67 16 63 1,300 Zils 93 
85 77 78 22 93 76 73 78 81 77 6 73 5/7 2,100 458 55 
= = 16 = 97 80 = 96 = 91 32 69 72 21,000 69 790 
- = 7 = - = = 99 - 98 - = = = = = 
= = 26 = 96 = = 99 = 97 28 = = 1,200 19 2,600 
- - 9 - - - - 99 - 99 - - - 260 5 11,700 
= = 65 = 97 91 = 94 = 94 44 = = 7,800 74 630 
67 - 38 9 87 68 - 89 - 82 32 - = 5,800 57 570 
= = 18 = = = = 99 = = = = = 760 18 3,100 
64 30 25 12 79 49 4g 77 78 72 18 34 62 57,000 163 240 
47 2g) 114 26 81 53 50 bg 61 57 8) 30 46 200,000 533 38 
59 45 108 25 85 53 49 62 67 56 34 40 70,000 384 58 
35 19 121 28 78 54 51 57 54 58 28 52 131,000 674 28 
52 38 94 25 80 47 44 61 60 54 7 31 42 130,000 415 56 
63 38 43 15 86 65 56 81 76 76 21 45 61 295,000 211 190 
For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
ions of The State of the World's Children. 
MAIN DATA SOURCES NOTES 
C-section — Percentage of births delivered by Life expectancy — United Nations Population Skilled birth attendant (women 15-19) — - Data not available. 
Caesarean section. NB: C-section rates between 5 _ Division, World Population Prospects 2019. Last —_ International Center for Equity in Health, Federal x Data refer to years or periods other than 


newborn female children would live if subject to 
the mortality risks prevailing for the cross section 
of population at the time of their birth. 


Demand for family planning satisfied with 
modern methods — Percentage of married/in 

union women (15-19 and 15-49) who have their 
need for family planning satisfied with modern 

methods. 


Adolescent birth rate — Number of births per 
1,000 adolescent girls aged 15-19. 


Births by age 18 — Percentage of women aged 
20-24 who gave birth before age 18. The indicator 
refers to women who had a live birth in a recent 
time period, generally two years for MICS and five 
years for DHS. 


Antenatal care (at least one visit) — 
Percentage of women (aged 15-49) attended at 
least once during pregnancy by skilled health 
personnel (typically a doctor, nurse or midwife). 


Antenatal care (at least four visits) — 
Percentage of women (aged 15-19 and 15-49) 
attended by any provider at least four times. 
Skilled birth attendant — Percentage of births 
from mothers aged 15-19 and 15-49, attended by 
skilled heath personnel (typically a doctor, nurse or 
midwife). 
Institutional delivery — Percentage of women 
(aged 15-49) who gave birth in a health facility. 


per cent and 15 per cent are expected with 
adequate levels of emergency obstetric care. 


Postnatal health check for newborn — 
Percentage of last live births in the last 2 years 
who received a health check within 2 days after 
delivery. NB: For MICS, health check refers to a 
health check while in facility or at home following 
delivery or a postnatal visit. 


Postnatal health check for mother — 
Percentage of women (aged 15-49) who received 
a health check within 2 days after delivery of their 
most recent live birth in the last 2 years. NB: For 
MICS, health check refers to a health check while 
in facility or at home following delivery or a 
postnatal visit. 


Number of maternal deaths — Number of 
deaths of women from pregnancy-related causes. 


Maternal mortality ratio — Number of deaths of 
women from pregnancy-related causes per 
100,000 live births during the same time period. 


Lifetime risk of maternal death — Lifetime risk 
of maternal death takes into account both the 
probability of becoming pregnant and the 
probability of dying as a result of that pregnancy, 
accumulated across a woman's reproductive 
years. 


update: July 2019. 


Demand for family planning satisfied with 
modern methods — United Nations, 
Department of Economic and Social A\ 
Population Division (2019), based on 

Demographic and Health Surveys (DHS), 
Multiple Indicator Cluster Surveys (MICS), 
Reproductive Health Surveys, other national 
surveys, and National Health Information 
Systems (HIS). Last Update: February 2019. 


Adolescent birth rate — United Nations 
Population Division, 2019. Last update: July 
2019. 


Births by age 18 — DHS, MICS and other 
national household surveys. Last update: May 
2019. 


Antenatal care (at least one visit) — DHS, 
MICS and other national household surveys. 
Last update: May 2019. 


Antenatal care, at least four visits (women 
15-19) — International Center for Equity in 
Health, Federal University of Pelotas, Brazil, 
based on Demographic and Health Surveys 
(DHS), Multiple Indicator Cluster Surveys (MICS) 
and other national surveys. Last update: August 
2019. 
Skilled birth attendant — Joint UNICEF/WHO 
SBA database, based on DHS, MICS and other 
national household surveys as well as national 
administrative data. Last update: February 2019. 


airs, 


University of Pelotas, Brazil, based on 
Demographic and Health Surveys (DHS), 
Multiple Indicator Cluster Surveys (MICS) and 
other national surveys. Last update: August 
2019. 


Institutional delivery — DHS, MICS and other 
national household surveys. Last update: May + 
2019. 


C-section — DHS, MICS and other national 
household surveys. Last update: May 2019. 


Postnatal health check for newborn and 
mother — DHS, MICS and other national t 
household surveys. Last update: May 2019. 


Number of maternal deaths — United Nations 
Maternal Mortality Estimation Inter-agency 
Group (WHO, UNICEF, UNFPA, the World Bank 
and the United Nations Population Division). 
Last Update: September 2019. 


Maternal mortality ratio — United Nations 
Maternal Mortality Estimation Inter-agency 
Group (WHO, UNICEF, UNFPA, The World Bank 
and the United Nations Population Division). 
Last Update: September 2019. 


Lifetime risk of maternal death — United 
Nations Maternal Mortality Estimation 
inter-agency Group (WHO, UNICEF, UNFPA, the 
World Bank and the United Nations Population 
Division). Last Update: September 2019. 


those specified in the column heading. 
Such data are not included in the calcu- 
ation of regional and global averages. 
Estimates from data years prior to 2000 
are not displayed. 


Data collection method for this indicator 
varies across surveys and may affect 
comparability of the coverage estimates. 
For detailed explanation see General 
Note on the Data, page 180. 


Maternal mortality estimates are from 
the 2019 United Nations inter-agency 
maternal mortality estimates. Periodical- 
ly, the United Nations Maternal Mortality 
Estimation Inter-agency Group (WHO, 
UNICEF, UNFPA, the World Bank and 

the United Nations Population Division) 
produces internationally comparable sets 
of maternal mortality data that account 
‘or the well-documented problems of 
under-reporting and misclassification of 
maternal deaths, including also estimates 
‘or countries with no data. Please note 
that owing to an evolving methodology, 
these values are not comparable with 
previously reported maternal mortality 
ratio ‘adjusted’ values. 


Data refer to the most recent year 
available during the period specified in 
the column heading. 
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TABLE 4. CHILD HEALTH 


Intervention coverage 


Immunization for vaccine preventable diseases (%) Pneumonia Diarrhoea Malaria 
2013-2018* 2013-2018* 2013-2018* 


Care seeking for | Treatment 


Protection at | children with with oral Care seeking Children 

Countries birth (PAB) symptoms of rehydration | for children sleeping Households 

against |Acute Respiratory] salts (ORS) with fever under ITNs | with atleast 
and areas BCG | DTP1 | DTP3 | Polio3 | MCV1 | MCV2")HepB3| Hib3 | Rota | PCV3) tetanus | Infection (ARI)(%) (%) (%) (%) one ITN (%) 
Afghanistan 78 73) 66 73 64 39 66 66 60 65 68 62 46 63 5 26 
Albania 99 99 99 99 94 96 99 99 - 98 95 82 35 60 - - 
Algeria 99 96 91 91 80 Ty chi 91 - 91 98 66 25 - - - 
Andorra - 99 99 99 99 95 98 99 - 94 - - - - - - 
Angola 86 67 og 56 50 35 59 59 65 67 78 49 43 51 22 31 
Anguilla - - - - - - - - - - - - - - - - 
Antigua and Barbuda - 99 95 94 96 95 95 95 - - - - - - - - 
Argentina 93 91 86 84 94 89 86 86 80 88 - 94 x 18 x - - - 
Armenia 99 96 92 92 95 96 92 92 93 92 - S7ax 37 71 - - 
Australia - 98 95 95 95 93 95 94 87 95 - - - - - - 
Austria - 90 85 85 94 84 85 85 61 - - - - - - - 
Azerbaijan 97 96 95 96 96 96 95 95 - 95 - 36 x 11x - 1x - 
Bahamas - 94 90 90 89 69 90 90 70 90 100 - - - - - 
Bahrain - 99 99 99 99 99 99 99 98 98 98 - - - - - 
Bangladesh 99 99 98 98 97 93 98 98 = 97 98 42 id 55 - - 
Barbados - 96 95 94 85 74 95 95 - 89 - - - - - - 
Belarus 98 97 oF, 98 97 98 98 9 - - - OSE 45 x - - - 
Belgium - 99 98 98 96 85 97 97 87 94 - - - - - - 
Belize ge) 97 96 96 97 91 96 96 - - 91 67 3) 71 - - 
Benin 89 84 76 75 71 - 76 76 - 73 85 46 22 53 70 85 
Bhutan 99 98 97 97 97 91 97 97 - - 89 74 x 61 x - - - 
Bolivia (Plurinational State of) 90 89 83 83 89 38 83 83 87 83 87 62 x 22 x - - - 
Bosnia and Herzegovina 95 89 73 73 68 76 80 62 - - - 87 x 36 x - - - 
Botswana 98 98 95 96 97 74 95 95 87 91 93 14 x 43 x 75 x 31 x 53 x 
Brazil 90 87 83 85 84 69 83 83 80 84 94 SORX - - - - 
British Virgin Islands - - - - - - - - - - - - - - - - 
Brunei Darussalam 99 99 99 99 99 98 99 99 - - 96 - - - - - 
Bulgaria 96 94 92 92 93 87 85 92 31 88 - - - - - - 
Burkina Faso 98 95 91 91 88 ol 91 91 91 91 92 52 40 74 54 75 
Burundi 91 94 90 90 88 77 90 90 92 90 90 63 36 70 40 46 
Cabo Verde 96 99 98 98 99 88 99 99 - - 92) - - - - - 
Cambodia 93 94 92 90 84 70 92 92 - 84 93 69 35 61 4x 5 x 
Cameroon 88 86 79 78 71 - 79 79 78 79 85 28 16 33 55 71 
Canada - 95 91 91 90 87 71 91 79 81 - - - - - - 
Central African Republic 74 69 47 47 49 - 47 47 - 47 60 80x 16 x - 36 x 47 x 
Chad 59 55 4 44 37 - 4 4 - - 78 26 20 23 36 77 
Chile 96 99 95 95 93 93 95 95 - 93 - - - - - - 
China 99 99 99 99 99 99 99 - - - - - - - - - 
Colombia 89 92 92 92 95 88 92 92 90 94 95 64 x 54 x 54 x - aK 
Comoros 94 96 91 94 90 - 91 9 - - 85 38 x 38 x 45 x 41 x 59 x 
Congo 81 73) 1B) 15 75 - 75 Bi 72 ie) 85 28 2], 51 61 66 
Cook Islands 99 99 99 99 99 99 99 99 - - - - - - - - 
Costa Rica 92 95) 94 94 94 93 98 94 - 96 - TEX. 40 x - - - 
Cote d'Ivoire 98 95 82 82 71 - 82 82 59 8 85 44 17 45 60 76 
Croatia 98 98 93 94 93 95 93 94 - - - - - - - - 
Cuba 99 99 99 99 99 99 99 99 - - - 93 61 93 - - 
Cyprus - 99 99 97 90 88 97 97 - 8 - - - - - - 
Czechia - 98 96 94 96 84 94 94 - - - - - - - - 
Free rare Peer Micape || eohe|| tap | e9 288. [scan peeay atayy| 244] 98 86 74 : : 2 
Democratic Republic of the Congo 83 82 8 79 80 - 81 8 - 8 85 42 39 55 56 70 
Denmark - 97 oF, 97 95 90 = 97 - 96 = - - - - - 
Djibouti 93 91 84 84 86 81 84 84 87 84 98 94 x 94 x - 20 x 32 x 
Dominica 95 99 94 94 84 81 94 94 - - - - - - - - 
Dominican Republic 99 99 94 89 95 31 92 90 82 70 99 73 48 65 - - 
Ecuador 90 86 85 85 83 74 85 85 85 85 88 - 46 x - - - 
Egypt 95 96 95 95 94 94 95 95 - - 86 68 28 68 - - 
EI Salvador 81 82 8 83 81 85 81 81 82 75 92 80 70 - - - 
Equatorial Guinea 63 44 25 27 30 - 25 25 - aa 70 54 x 40 x 62 x 23 x 38 x 
Eritrea 97 97. 95 95 99 88 95 95 96 95 99 45 x 43 x - 205 Tx 
Estonia 92 93 92 92 87 88 93 92 85 - - - - - - - 
Eswatini 98 96 90 90 89 75 90 90 90 88 88 60 84 63 oy 10 x 


Ethiopia 85 85 72 67 61 - 72 72 79 67 93 31 30 35 45 64 
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Immunization for vaccine preventable diseases (%) Pneumonia Diarrhoea Malaria 
2013-2018" | 2013-2018" 2013-2018* 
Care seeking for | Treatment 
Protection at | children with with oral Care seeking Children 

Countries birth (PAB) symptoms of rehydration | for children sleeping Households 

against |Acute Respiratory] salts (ORS) with fever under ITNs | with atleast 

and areas BCG | DTP1 | DTP3 | Polio3 | MCV1 | MCV2"|HepB3| Hib3 | Rota | PCV3 | tetanus’ | Infection (ARI)(%) (%) (%) (%) one ITN (%) 
Fiji 99) 99 99 99 94 94 99) 99 Ch) 99 96 - - - - - 
Finland - 99 91 91 96 93 - 91 82 88 - - - - - - 
France - 99 96 96 90 80 90 95 - 92 - - - - - - 

Gabon 87 78 70 64 59 - 70 70 - - 85 68 x 26 x 67 x 39 x 36 x 
Gambia 94 94 93 93 91 71 93 93 93 93 92 68 59 83 62 79 
Georgia 97 99 93 93 98 96 93 93 79 81 - 74 x 40 x = = = 
Germany - 98 93 93 97 93 87 92 68 84 - - - - - - 
Ghana 98 97 97 98 92 83 97 97 94 96 89 56 49 77 52 68 
Greece - 99 99 99 97 83 96 99 20 96 - - - - - - 
Grenada - 98 96 96 84 74 96 96 - - - - - - - - 
Guatemala 88 94 86 85 87 76 86 86 87 85 90 by 49 50 - - 
Guinea 72 63 45 45 48 - 45 45 - - 80 83 55 62 27 44 
Guinea-Bissau 91 89 88 89 86 - 88 88 88 88 83 34 35) 51 81 90 
Guyana 99 99 95 94 98 84 95 95 91 91 99 84 43 71 7 5 
Haiti 83 84 64 64 69 38 64 64 58 1 81 oil 39) 40 18 31 
Holy See - - - - - - - - - - - - - - - - 
Honduras 94 94 90 90 89 94 90 90 91 90 99 64 x 60 x 62 x = = 
Hungary 99 99 99 99 99 99 - 99 - 99 - - - - - - 
iceland - 97 91 91 93 95 - 91 - 90 - - - - - - 
ndia 92 92 89 89 90 80 89 89 35 6 90 78 51 73 5 i 

ndonesia 81 85 18) 80 15) 67 79) 79 = 8 85 92 36 90 Bax 3 x 
ran (Islamic Republic of) 99 99 99 99 99 98 99 99 - - 95 76 x 61 x - - - 
raq 95 92 84 71 83 81 84 84 60 oy TS) 44 25 75 - - 
reland - 98 94 94 92 - 94 94 89 90 - - - - - - 
srael - 99 98 98 98 96 97 98 81 94 - - - - - - 
taly - 98 95 95 93 89 95 94 19 92 - - - - - - 
Jamaica 93 99 97 98 89 82 oF, 98 - - 90 82 x 64 x = = = 
Japan 99 99 99 97 97 93 - 99 - 98 - - - - - - 
Jordan 94 98 96 92 92 96 96 96 93 - 90 72 44 68 - - 
azakhstan 95 99 98 98 99 98 98 98 - 95 - 81 x 62 x = = = 
enya 95 97 92 81 89 45 92 92 78 81 88 66 54 72 56 59 
iribati 89 98 95 93 84 79 95 95 97 94 - 81 x 62 x 27 x = = 
uwait Og) 99 99 99 99 99 99 99 3 99 99) - - - - - 
yrgyzstan 97 98 94 92 96 96 92 92 - 92 - 60 33 56 - - 
Lao People's Democratic Republic 79 Te) 68 67 69 57 68 68 - 56 90 40 56 58 50 61 
Latvia 95 97 96 96 98 94 96 96 79 82 - - - - - - 
Lebanon - 96 83 81 82 63 80 85 - 82 - 74 x 44 x = = = 
Lesotho 98 98 93 90 90 82 93 93 70 93 85 63 53 61 - - 
Liberia 92 99 84 84 91 - 84 84 74 84 89 51 60 78 44 62 
Libya 99 98 97 97 97 96 97 97 97 96 - - - - - - 
Liechtenstein - - - - - - - - - - - - - - - - 
Lithuania 96 95 92 92 92 92 93 92 1 82 - - - - - - 
Luxembourg - 99 99 99 99 90 96 99 89 96 - - - - - - 
adagascar 70 81 75 76 62 - 75 75 78 75 78 4 15 46 73 80 
alawi 92 96 92 91 87 2 92 92 90 92 89 78 65 54 68 82 
alaysia 98 99 99 99 96 99 99 99 - - 92 - - - - - 
aldives 99 99 99 99 99 99 99 99 - - 99 22 x 75) 86 - - 
ali 83 82 71 73 70 - 71 71 55 68 85 71 21 53 73 85 
alta - 99 97 97 96 95 98 97 - - - - - - - - 
arshall Islands 98 97 81 80 83 61 84 72 42 67 - - 38 x 63 x = = 
auritania 90 89 81 81 78 - 81 81 76 Te 80 34 25 35 18 49 
auritius 99 98 97 98 99 99 97 97 95 96 95 - - - - - 
exico 96 90 88 88 97 99 55 88 71 88 96 73 61 - - - 
icronesia (Federated States of) 80 97 75 75 73 48 83 59 52 67 - - - - - - 
onaco 89 99 99 99 87 79 99 99 - - - - - - - - 
ongolia 99 99 99 99 99 98 99 99 - 26 - 70 42 - - - 
ontenegro 83 95 87 87 58 83 He) 87 - = - 89 x 16 x 74 - - 
ontserrat - - - - - - - - - - - - - - - - 
orocco 99 99 99 99 99 99 99 99 Og) 99 88 70 x 22 x a = = 
ozambique 95 90 80 80 85 59 80 80 80 80 86 57 46 69 73 82 
yanmar 90 95 91 91 93 87 91 91 - 91 90 58 62 65 19 27 
amibia 94 94 89 84 82 50 89 89 92 61 88 68 72 63 6 24 
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Countries 
and areas 


Intervention coverage 


auru 
epal 

etherlands 

ew Zealand 
icaragua 

iger 

igeria 

iue 

orth Macedonia 
orway 

Oman 

Pakistan 


Palau 

Panama 

Papua New Guinea 
Paraguay 

Peru 

Philippines 

Poland 

Portugal 

Qatar 

Republic of Korea 
Republic of Moldova 
Romania 


Russian Federation 
Rwanda 

Saint Kitts and Nevis 
Saint Lucia 

Saint Vincent and the Grenadines 
Samoa 

San Marino 

Sao Tome and Principe 
Saudi Arabia 
Senegal 

Serbia 

Seychelles 

Sierra Leone 
Singapore 

Slovakia 

Slovenia 

Solomon Islands 
Somalia 

South Africa 

South Sudan 

Spain 

Sri Lanka 

State of Palestine 
Sudan 

Suriname 

Sweden 

Switzerland 

Syrian Arab Republic 
ajikistan 

hailand 

imor-Leste 

ogo 

okelau 

onga 

rinidad and Tobago 
unisia 

urkey 

urkmenistan 


urks and Caicos Islands 


Immunization for vaccine preventable diseases (%) Pneumonia Diarrhoea Malaria 
2013-2018* 2013-2018* 2013-2018* 
Care seeking for | Treatment 
Protection at | children with with oral Care seeking Children 

birth (PAB) symptoms of rehydration | for children sleeping Households 

against |Acute Respiratory] salts (ORS) with fever under ITNs | with atleast 

BCG | DTP1 | DTP3 | Polio3 | MCV1 | MCV2")HepB3| Hib3 | Rota | PCV3) tetanus | Infection (ARI)(%) (%) (%) (%) one ITN (%) 
99 99 90 90 99 94 90 90 - - - 69 x 23 x 51 x = = 
96 96 91 91 91 69 91 91 - 82 89 85 37 80 - - 
- 97 93 93 93 89 92 93 - 93 - - - - - - 
- 95 93 93 92 90 93 92 86 96 - - - - - - 
98 99 98 99 99 95 98 98 98 98 90 58 x 65 x = = = 
87 91 79 79 77 48 79 79 79 79 81 59 4 75 96 87 
bo 70 57 ay 65 - 57 57 - 57 60 18 40 72 49 65 
99 99 99 99 99 99 99 99 99 99 - - - - - - 
97 97 91 91 83 97 91 91 - - - 93 x 62 x = = = 
- 99 96 96 96 93 - 96 93 94 - - - - - - 
99 99 99) 99 99 99 99 99 - 99 99 56 i) - - - 
86 83 75 75 76 67 75 75 58 79 85 84 37 81 0 4 
- 99 95 98 90 75 98 92 93 89 - - - - - - 
99 96 88 88 98 99 88 88 95 92 - 82 52 - - - 
69 67 61 67 61 - 61 61 - 43 70 63 30 48 - 69 
91 91 88 88 93 83 88 88 91 94 95 89 28 86 - - 
81 90 84 83 85 66 84 84 85 82 95 62 32 61 - - 
75 66 65 66 67 40 65 65 - 43 90 67 45 55 - - 
92 98 95 87 93 92 91 95 - 60 - - - - - - 
- 99 99 99 99 96 98 99 - 98 - - - - - - 
99 99 98 98 99 95 98 98 hs 98 - - - - - - 
98 98 98 98 98 97 98 98 - 97 - - - - - - 
96 96 93 94 93 96 94 92 5) 94 - 7ORX 42 x = = = 
96 94 86 86 90 81 93 86 - - - - - - - - 
isle} 97 97 96 98 97 97 - - 82 - - - - - - 
97 98 97 97 99 96 97 97 98 97 95 54 28 56 68 84 
97 99 97 97 96 96 98 98 - - - - - - - - 
99 99 95 95 86 68 95 95 - - - - - - - - 
99 99 97 99 99 99 97 97 - - - - - - - - 
62 56 34 31 31 13 34 34 - - - 78 63 59 - - 
- 94 90 93 89 84 78 91 - 58 - - - - - - 
96 97 95 95 95 76 95 95 95 95 99 69 49 66 61 78 
98 96 96 98 98 97 97 96 97 98 - - - - - - 
83 83 81 81 82 63 82 82 80 81 95 60 28 51 61 84 
98 98 96 96 92 90 91 96 - 48 - 90 x 36 x = = = 
97 99 99 99 96 97 99 99 99 16 100 - - - - - 
90 98 90 90 80 55) 90 90 92 90 90 74 78 70 60 71 
98 98 96 96 95 84 96 96 - 82 - - - - - - 
- 99 96 96 96 97 96 96 - 96 - - - - - - 
- 97 93 93 93 94 - 93 - 60 - - - - - - 
83 86 85 85 93 54 85 85 - 84 85 79 37 62 70 86 

37 52 42 47 46 - 42 42 - - 67 13 x 13 x - 11 12 x 
70 81 74 74 70 50 74 74 70 73 90 88 51 68 - - 
52 58 49 50 51 - 49 49 - - 68 48 x 39 x 57 46 66 
- 97 93 93 97 94 94 94 - 93 - - - - - - 
99 99 99 99 99 99 99 99 - - 99 52 54 92 3 6 
99 99 99 99 99 99 99 99 99 96 - 77 BZ - - - 

88 97 93 93 88 72 93 93 94 93 80 48 20 - 30 25 x 

- 95) 95) 95 98 39) 95 95 - - 93 76 x 42 x - 43 61 x 
26 99 97 97 97 95 92 97 - 97 - - - - - - 
- 97 96 96 96 89 72 95 - 85 - - - - - - 
79 67 47 53 63 54 47 48 - - 91 TEX 50 x = = - 

99 98 96 96 98 97 96 96 96 - - 69 62 44 1 DEX 
99 99 97 97 96 87 97 - - - 98 80 73 76 - - 
95 92 83 83 77 54 83 83 - - 83 iA 70 58 5S) 64 
83 92 88 66 85 - 88 88 89 88 83 49 19 56 70 85 
88 86 81 83 85 85 81 81 - - - - - 64 x - - 
- 99 99 99 90 92 99 99 - Ch) - 74 x 45 x = = = 
92 98 97 97 96 99 97 97 - - 96 60 x 65 x = = - 
96 99 98 98 96 87 98 98 - 97 95) - - - - - 
98 99 99 99 99 99 99 99 - - - 59 47 59 - - 
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Intervention coverage 


Immunization for vaccine preventable diseases (%) Pneumonia Diarrhoea Malaria 
2013-2018* 2013-2018* 2013-2018* 
Care seeking for | Treatment 
Protection at | children with with oral Care seeking Children 
Countries birth (PAB) symptoms of rehydration | for children sleeping Households 
against |Acute Respiratory} salts (ORS) with fever under ITNs | with atleast 
and areas BCG | DTP1 | DTP3 | Polio3 | MCV1 | MCV2"| HepB3| Hib3 | Rota | PCV3 tetanus’ | Infection (ARI)(%) (%) % (%) one ITN (%) 
Tuvalu 99 99 89 89 88 81 89 89 - - - - 44 x 79 x = = 
Uganda 88 99 93 88 86 - 93 93 36 92 85 80 47 81 62 78 
Ukraine 90 65 50 48 91 90 52 39 - - - 92 x 59 x = = - 
United Arab Emirates 95 99 99 99 99 99 99 99 99 99 - - - - - - 
United Kingdom - 98 94 94 92 88 - 94 91 92 - - - - - - 
United Republic of Tanzania 99) 99 98 91 99 84 98 98 98 98 90 55 45 75 55 78 
United States - 97 94 93 92 94 91 92 73 92 - - - - - - 
Uruguay 98 96 91 91 97 91 91 91 - 93 - 91 - - - - 
Uzbekistan 96 99 98 98 96 99 98 98 84 96 - 68 x 28 x = = = 
Vanuatu 94 93 85 85 75 - 85 85 - - 78 72 48 57 51 83 
Venezuela (Bolivarian Republic of) 92 84 60 53 74 39 60 60 - - 70 72 x 38 x a - - 
Viet Nam 95 78 75 90 97 90 75 75) - - 94 81 51 - 9x 10 x 
Yemen 64 75 65 59 64 46 65 65 64 64 70 34 25 33 - - 
Zambia 91 94 90 90 94 65 90 90 91 90 85 70 64 75 41 68 
Zimbabwe 95 94 89 89 88 78 89 89 90 89 87 51 4 50 9 48 
SUMMARY 
East Asia and Pacific 93 93 91 92 92 87 88 35) 1 14 6o"* - - - - - 
Europe and Central Asia 93 97 94 93 95 91 84 76 24 77 - - - - - - 
Se ae aU eee ae arg |iras loge el -ayall cua |iesa | Fetal atte || 2 Z zs : : : : 
Western Europe 69 98 95 94 94 88 71 94 35 84 - - - - - - 
Latin America and Caribbean 91 90 85 85 89 78 78 85 73 79 92. - - - - - 
Middle East and North Africa 93 94 90 88 89 87 90 90 32 39 87 59 28 - - - 
North America - 97 94 93 92 93 89 92 74 91 - - - - - - 
South Asia 91 91 87 87 87 78 87 87 36 29 89 75 50 73 4 2 
Sub-Saharan Africa 79 84 76 74 74 26 76 76 50 72 81 5 38 60 53 68 
Eastern and Southern Africa 86 88 81 78 77 40 81 81 74 77 86 56 40 60 51 67 
West and Central Africa 73 79) 70 70 71 12 70 70 28 67 76 58 36 61 55 70 
Least developed countries 86 87 80 79 78 40 80 80 50 76 86 51 42 57 51 64 
World 89 90 86 85 86 69 84 72 35 47 86** 68 44 67 - - 


For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 


It is no 


DEFINITIONS OF THE INDICATORS 


BCG — Percentage of live births who 
received bacilli Calmette-Guérin (vaccine 
against tuberculosis). 


DTP1 — Percentage of surviving infants who 
received the first dose of diphtheria, 
pertussis and tetanus vaccine. 

DTP3 — Percentage of surviving infants who 
received three doses of diphtheria, pertussis 
and tetanus vaccine. 


Polio3 — Percentage of surviving infants 
who received three doses of the polio 
vaccine. 


MCV1 — Percentage of surviving infants who 
received the first dose of the measles- 
containing vaccine. 

MCV2 — Percentage of children who 
received the second dose of measles- 
containing vaccine as per national schedule. 


HepB3 — Percentage of surviving infants 
who received three doses of hepatitis B 
vaccine. 


Hib3 — Percentage of surviving infants who 
received three doses of Haemophilus 
influenzae type b vaccine. 

Rota — Percentage of surviving infants who 
received the last dose of rotavirus vaccine as 
recommended. 


PCV3 — Percentage of surviving infants who 
received three doses of pneumococcal 
conjugate vaccine. 

Protection at birth (PAB) — Percentage of 
newborns protected at birth against tetanus 
with tetanus toxoid. 


Care seeking for children with 
symptoms of Acute Respiratory 
Infection (ARI) — Percentage of children 
under age 5 with symptoms of pneumonia 
(cough and fast or difficult breathing due to a 
problem in the chest) for whom advice or 
treatment was sought from a health facility 
or provider. 


Diarrhoea treatment with oral 
rehydration salts (ORS) — Percentage of 
children under age 5 who had diarrhoea in 
the two weeks preceding the survey and 
who received oral rehydration salts (ORS 
packets or pre-packaged ORS fluids). 


Care seeking for children with fever 

— Percentage of children under five years of 
age with fever for whom advice or treatment 
was sought from a health facility or provider. 
Excludes drug vendor, stores, shops and 
raditional healer. In some countries, 
particularly non-malaria endemic countries, 
pharmacies have also been excluded from 
he calculation. 


Children sleeping under ITNs — 
Percentage of children under age 5 who 
slept under an insecticide-treated mosquito 
net the night prior to the survey. 
Households with at least one ITN — 
Percentage of households with at least one 
insecticide-treated mosquito net. 


advisable to compare data from consecutive editions of The State of the World's Children. 


MAIN DATA SOURCES 


Immunization — WHO and UNICEF 
estimates of national immunization 
coverage, 2018 revision. Last update: 
July 2019. 


Care seeking for children with 
symptoms of Acute Respiratory 
Infection (ARI) — DHS, MICS and other 
national household surveys. Last update: 
ay 2019. 

Diarrhoea treatment with oral 
rehydration salts (ORS) — DHS, MICS 
and other national household surveys. 
Last update: May 2019. 

Care seeking for children with fever 
— DHS, MICS, MIS and other national 
household surveys. Last update: May 
2019. 

Children sleeping under ITNs — DHS, 
ICS, MIS and other national household 
surveys. Last update: May 2019. 
Households with at least one ITN 

— DHS, MICS, MIS and other national 
household surveys. Last update: May 
2019. 


NOTES 


- Data not available or vaccine not in the national schedule. 


Data refer to years or periods other than those specified in the column 
heading. Such data are not included in the calculation of regional and 
global averages. Estimates from data years prior to 2000 are not displayed. 


B For the calculation of regional and global vaccination coverage, the nation- 


exception of BCG tha 


al coverage is considered to be 0% for the countries that did not introduce 
he vaccine in their national schedule or did not report coverage, with the 
is only recommended in countries or settings with 

a high incidence of tuberculosis or high leprosy burden. World Population 
Prospects (2019 revision) estimates of target populations were used in the 
calculation of global and regional aggregates. 


‘Generally, the second dose of measles-containing vaccine (MCV2) is 
recommended for administration during the second year of life; however, 
in many countries, MCV2 is scheduled after the second year. World Popu- 


lation Prospects (20 


9 revision) estimates of the second year of life target 


population were used to calculate regional and global aggregates. 

\ WHO and UNICEF employ a complex process employing administrative 
data, surveys (routine and supplemental), serosurveys, and information on 
other vaccines to calculate the percentage of births that can be considered 


as protected agains 


etanus because pregnant women were given two 


doses or more of tetanus toxoid (TT) vaccine. The complete methodology 
can be found at <http://who.int/immunization/monitoring_surveillance/ 


data/en/>. 


the column heading. 
** Excludes China. 


Data refer to the most recent year available during the period specified in 
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Countries 
and areas 


Afghanistan 

Albania 

Algeria 

Andorra 

Angola 

Anguilla 

Antigua and Barbuda 
Argentina 

Armenia 

Australia 

Austria 

Azerbaijan 

Bahamas 

Bahrain 

Bangladesh 
Barbados 

Belarus 

Belgium 

Belize 

Benin 

Bhutan 

Bolivia (Plurinational State of) 
Bosnia and Herzegovina 
Botswana 

Brazil 

British Virgin Islands 
Brunei Darussalam 
Bulgaria 

Burkina Faso 


Burundi 
Cabo Verde 
Cambodia 
Cameroon 
Canada 
Central African Republic 
Chad 

Chile 

China 
Colombia 
Comoros 
Congo 

Cook Islands 
Costa Rica 
Céte d'Ivoire 
Croatia 
Cuba 
Cyprus 
Czechia 


Democratic People's Republic of 
Korea 


Democratic Republic of the Congo 
Denmark 

Djibouti 

Dominica 
Dominican Republic 
Ecuador 

Egypt 

El Salvador 
Equatorial Guinea 
Eritrea 

Estonia 

Eswatini 

Ethiopia 

Fiji 

Finland 


HIV incidence per 1,000 uninfected population 
018 


AIDS-related mortality per 100,000 population 
2018 


Number of children living with HIV 


Children Adolescents | Adolescent | Adolescent 
0-14 10-19 girls 10-19 boys 10-19 
0.01 <0.01 <0.01 <0.01 
0.01 0.02 0.02 0.01 
iki 1.10 1.91 0.30 
0.12 0.11 0.23 0.23 
0.03 0.06 0.05 0.08 
<0.01 <0.01 <0.01 0.01 
0.79 0.26 0.23 0.22 
<0.01 <0.01 <0.01 <0.01 
0.05 0.08 0.12 0.04 
0.64 (255) 1.74 (E36) 
0.26 0.34 0.50 0.18 
0.04 0.06 0.06 0.06 
1.27 5.58 9.30 1.99 
0.21 0.15 0.22 0.09 
0.41 0.11 0.18 0.03 
0.06 0.03 0.04 0.02 
1.18 1.30 2:25) 0.37 
1.46 0.94 1.31 0.57 
0.78 0.79 1.05 0.54 
0.02 0.12 0.08 0.15 
0.14 0.05 0.03 0.08 
1.43 1.26 2.30 0.23 
0.68 0.61 1.07 0.16 
0.01 0.08 0.06 0.09 
0.42 0.25 0.43 0.07 
0.86 0.38 0.53 0.23 
0.09 0.35 0.38 0.31 
0.03 0.07 0.07 0.07 
0.01 0.02 0.02 0.02 
0.10 0.21 0.17 0.25 
4.89 2.86 4.13 1.60 
0.22 0.16 0.28 0.04 
5.66 11.16 22.56 0.52 
0.18 0.27 0.47 0.08 


Children | Adolescents | Adolescent | Adolescent 
0-14 10-19 girls 10-19 | boys 10-19 
0.28 0.07 0.07 0.06 
0.14 0.02 <0.01 <0.01 
36.66 9.91 10.88 8.93 
3.94 <0.01 <0.0 <0.01 
0.07 0.08 0.09 0.08 
<0.01 <0.01 <0.0 <0.01 
21.03 9.72 7.94 7.61 
0.07 0.01 0.0 0.01 
0.69 <0.01 <0.0 <0.01 
14.87 3.82 2.57 DS 
7.39 4.80 4.63 4.90 
1.10 0.85 0.82 0.88 
71.79 85.42 84.91 85.92 
5.55 6.41 5.40 7.38 
12.62 12.65 11.79 13.61 
0.71 0.74 0.65 0.82 
B5ts5) 22.46 22.42 22.51 
43.69 31.89 27.71 35.97 
20.59 11.70 11.47 11.93 
0.46 0.08 0.08 0.08 
40.11 15.89 16.29 15.50 
22.72 17.82 16.12 19.51 
0.33 0.08 0.17 0.16 
9.85 7.00 7.07 6.92 
20.97 16.23 15.88 16.57 
2.14 1.30 1.36 1.23 
0.42 0.13 0.13 0.13 
0.22 0.02 0.02 0.01 
2.68 0.79 0.81 0.94 
110.08 36.17 31.55 40.69 
6.17 3.94 ell Sey) 
76.48 74.46 85.87 63.11 
4.63 3.43 3.40 3.47 


Children | Adolescents | Adolescent | Adolescent 
0-14 10-19 girls 10-19 | boys 10-19 
<500 <200 <100 <100 
<500 <200 <200 <100 
38,000 21,000 14,000 7,200 
<100 <100 <100 <100 
1,800 2,300 1,100 1,200 
<100 <100 <100 <100 
<200 <200 <100 <100 
<500 <200 <200 <100 
<500 <200 <100 <100 
<200 <500 <200 <200 
4,600 3,800 2,100 1,600 
620 680 <500 <500 
14,000 17,000 9,600 7,500 
9,100 8,700 4,600 4,100 
11,000 9,300 4,900 4,400 
3,300 3,100 1,600 1,600 
43,000 35,000 21,000 14,000 
11,000 8,300 4,500 3,800 
16,000 12,000 6,600 5,400 
<500 <500 <200 <500 
3,600 3,100 1,400 1,600 
7,700 5,400 3,500 1,900 
31,000 26,000 14,000 11,000 
<100 <200 <100 <100 
64,000 44,000 25,000 20,000 
810 690 <500 <500 
<100 <100 <100 <100 
1,400 2,300 1,300 1,100 
660 620 <500 <500 
<500 <500 <200 <200 
610 830 <500 <500 
5,300 2,500 1,400 1,100 
1,300 1,000 570 <500 
11,000 12,000 7,700 3,800 
36,000 36,000 21,000 15,000 
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TABLE 5. HIV/AIDS: EPIDEMIOLOGY 
HIV incidence per ot ala population AIDS-related sla li 100,000 population Number of children living with HIV 

Countries ; ; 
Children Adolescents | Adolescent | Adolescent | Children | Adolescents | Adolescent | Adolescent | Children | Adolescents |) Adolescent | Adolescent 
and areas 0-14 10-19 girls 10-19 boys 10-19 0-14 10-19 girls 10-19 | boys 10-19 0-14 10-19 girls 10-19 boys 10-19 
France <0.01 0.05 0.05 0.06 0.13 0.01 0.02 0.02 <500 600 <500 <500 
Gabon 1.43 1.22 2.28 0.19 37.50 18.93 19.59 18.78 3,200 2,200 1,400 840 
Gambia 0.77 0.33 0.56 0.09 17.64 7.04 6.68 7.18 1,900 920 520 <500 
Georgia - - - - - - - - - - - 
Germany <0.01 0.02 0.01 0.02 0.04 0.01 <0.01 <0.01 <200 <200 <100 <200 
Ghana 0.81 0.69 1.26 0.16 24.53 14.97 13.61 16.27 30,000 21,000 13,000 8,400 
Greece - - - - - - - - - - - 
Grenada 0.09 0.11 <0.01 0.21 3.19 <0.01 <0.01 <0.01 <100 <100 <100 <100 
Guatemala 0.11 0.07 0.08 0.05 2.86 1.36 1.41 ii 2,000 1,900 990 930 
Guinea 0.62 0.63 1.06 0.21 17.30 8.32 8.56 8.08 10,000 7,800 4,800 3,100 
Guinea-Bissau 2.46 0.93 1.31 0.56 57.90 33.74 Biko) 36.08 5,700 3,000 1,600 1,400 
Guyana 0.37 0.31 0.42 0.20 8.18 2.08 1.40 1.37 <500 <500 <200 <100 
Haiti 0.69 0.80 1.38 0.22 14.38 6.28 6.14 6.33 8,700 8,300 5,100 3,200 
Holy See = = = = = = ss = = = = 
Honduras 0.07 0.15 0.12 0.18 1.98 0.75 0.71 0.79 890 1,300 610 710 
Hungary - - - - - - - - - - - 
iceland - - - - - - - - - = - 
ndia - - - - - - - - - - - 
ndonesia 0.14 0.27 0.20 0.33 3.45 0.63 0.59 0.67 18,000 18,000 6,900 11,000 
ran (Islamic Republic of) 0.01 0.02 0.02 0.02 0.23 0.16 0.15 0.17 880 660 <500 <500 
raq - - - - - - - - - - - 
reland <0.01 0.02 0.02 0.02 <0.01 <0.01 <0.01 <0.01 <100 <100 <100 <100 
srael <0.01 0.03 0.02 0.03 0.08 <0.01 <0.01 <0.01 <100 <100 <100 <100 
Italy 0.02 0.03 0.03 0.03 0.35 0.02 0.04 0.03 <500 <500 <200 <200 
Jamaica 0.11 0.42 0.41 0.42 1.14 0.41 0.42 0.40 <500 <500 <500 <500 
Japan - - - - - - - - - - - 
Jordan - - - - - - - - - - - 
Kazakhstan 0.03 0.04 0.05 0.03 0.45 0.04 <0.01 <0.01 <500 <200 <200 <100 
Kenya 1.12 1.45 2.33 0.56 27.56 26.64 25.31 27.94 120,000 130,000 71,000 57,000 
iribati - - - - - - - - - - - 
Kuwait - - - - - - - - - - - 
yrgyzstan 0.03 0.02 0.03 0.02 0.48 0.09 <0.01 <0.01 <500 <200 <100 <100 
Lao People's Democratic Republic 0.09 0.08 0.09 0.07 211 0.61 0.69 0.53 700 <500 <500 <200 
Latvia - - - - - - - - - - - 
Lebanon - - = - - - - - - - - 
Lesotho 6.31 8.10 14.00 2.52 95.13 51.44 53.65 48.77 12,000 13,000 8,300 4,800 
Liberia 0.40 0.58 0.90 0.26 14.66 12.33 10.60 13.99 3,700 3,300 1,900 1,400 
Libya 0.04 0.03 0.03 0.03 1.06 0.27 0.18 0.17 <500 <200 <100 <100 
Liechtenstein - - - - - - - - - - - 
Lithuania - - - - - - - - - - - 
Luxembourg - - - - - - - - - - - 
adagascar 0.11 0.47 0.37 0.57 2.51 0.94 0.82 1.01 1,900 3,800 1,600 2,200 
jalawi 1.20 2.64 4.75 0.56 31739) 24.90 25.00 24.79 74,000 75,000 44,000 31,000 
jalaysia <0.01 0.28 0.01 0.56 0.06 0.25 0.07 0.43 <500 2,500 <500 2,200 
aldives - - - - - - - - - - - 
ali 1.03 TAS 1.85 0.47 24.84 9.30 9.43 9.17 19,000 14,000 8,800 5,300 
alta - - - - - - - - - = - 
arshall Islands - - - - - - - - - - - 
Mauritania 0.06 0.01 0.01 0.01 evi 0.78 0.68 0.88 <500 <200 <100 <100 
auritius 0.15 0.19 0.23 0.14 2.97 1.60 1.09 1.05 <100 <100 <100 <100 
Mexico 0.02 0.03 0.02 0.05 - - - 2,300 2,400 1,000 1,400 
Micronesia (Federated States of) - - - - - - - - - - - 
lonaco - - - - - - - - - - - 
ongolia - - - - - - - - - - - 
lontenegro - - - - - - - - - - - 
ontserrat - - - - - - - - - - - 
lorocco 0.02 0.05 0.05 0.05 0.14 0.07 0.07 0.06 560 700 <500 <500 
lozambique 3.05 7.16 11.63 2.84 62.88 37.24 39.24 35.29 140,000 130,000 86,000 43,000 
yanmar 0.18 0.43 0.41 0.45 215 458) 1.58 1.61 9,800 11,000 5,500 5,300 
amibia 1.24 3.32 4.97 1.68 35.75 32.44 35.15 30.11 11,000 11,000 5,900 4,700 
auru - - - - - - - - - - - 
epal 0.03 0.02 0.02 0.01 0.48 0.20 0.22 0.21 1,400 1,000 520 500 
etherlands - - - - - - - - - - - 
ew Zealand - - - - - - - - - - - 
icaragua 0.02 0.03 0.03 0.03 0.53 0.24 One 0.16 <500 <200 <100 <100 
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: EPIDEMIOLOGY 
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Countries 
and areas 


HIV incidence per 1,000 uninfected population 
018 


AIDS-related mortality per 100,000 population 
2018 


Number of children living with HIV 


Niger 

Nigeria 

Niue 

North Macedonia 
Norway 

Oman 

Pakistan 


Palau 

Panama 

Papua New Guinea 
Paraguay 

Peru 

Philippines 

Poland 

Portugal 

Qatar 

Republic of Korea 
Republic of Moldova 
Romania 

Russian Federation 
Rwanda 

Saint Kitts and Nevis 
Saint Lucia 

Saint Vincent and the Grenadines 
Samoa 

San Marino 

Sao Tome and Principe 
Saudi Arabia 
Senegal 

Serbia 

Seychelles 

Sierra Leone 
Singapore 

Slovakia 

Slovenia 

Solomon Islands 
Somalia 

South Africa 

South Sudan 

Spain 

Sri Lanka 

State of Palestine 
Sudan 

Suriname 

Sweden 

Switzerland 

Syrian Arab Republic 
Tajikistan 

Thailand 
Timor-Leste 

Togo 

Tokelau 

Tonga 

Trinidad and Tobago 
Tunisia 

Turkey 

urkmenistan 

urks and Caicos Islands 
uvalu 

Uganda 

Ukraine 

United Arab Emirates 
United Kingdom 
United Republic of Tanzania 
United States 


Children Adolescents | Adolescent | Adolescent | Children | Adolescents | Adolescent | Adolescent 
0-14 10-19 girls 10-19 boys 10-19 0-14 10-19 girls 10-19 | boys 10-19 
0.09 0.05 0.06 0.03 2.01 1.46 1.36 1.56 
0.79 0.90 1.30 0.53 17.04 05 6.87 25 
0.05 0.06 0.06 0.05 1.15 0.10 0.11 0.09 
0.05 0.16 0.16 0.17 0.80 0.14 0.29 0.28 
0.24 0.19 0.28 0.12 = = = 
0.05 0.31 0.24 0.36 1.46 0.74 0.76 0.73 
0.04 0.05 0.04 0.06 0.77 0.24 0.25 0.24 
0.01 0.30 0.04 0.55 0.14 0.31 0.07 0.54 
<0.01 0.04 0.03 0.05 0.07 <0.01 <0.01 <0.01 
0.17 0.09 0.12 0.06 3.91 0.71 0.98 0.91 
<0.01 0.02 0.03 0.02 0.07 0.09 0.10 0.09 
0.20 0.34 0.59 0.08 5.91 8.46 8.01 8.91 
0.06 0.12 0.08 0.16 3.11 3.66 3.68 3.64 
0.16 0.09 0.15 0.03 5.38 2.78 2.64 2.92 
0.59 1.22 1.79 0.65 17.90 10.29 9.96 10.62 
0.05 0.01 0.03 <0.01 1.79 1.36 1.33 1.38 
2.48 8.61 15.70 1.87 26.80 24.01 28.58 19.50 
1.34 1.23 1.73 0.74 35.91 13.63 13.68 13.59 
<0.01 0.03 0.02 0.05 = - = 
0.13 0.07 0.09 0.05 3.04 0.67 0.69 0.66 
0.08 0.27 0.35 0.23 1.32 <0.01 <0.01 <0.01 
0.04 0.02 0.02 0.02 0.55 0.06 0.11 0.11 
0.01 0.22 0.18 0.27 0.73 1.45 1.31 1.60 
1.07 0.51 0.85 0.17 30.51 18.69 17.00 20.48 
1.03 JA 3.08 0.41 29.02 20.76 20.15 21.36 
0.02 0.09 0.07 0.10 0.76 0.22 0.20 0.24 
0.95 nega 23) 1.01 22.45 15.77 15.44 16.08 


Children | Adolescents | Adolescent | Adolescent 
0-14 10-19 girls 10-19 | boys 10-19 
2,500 2,200 1,100 1,000 
140,000 120,000 70,000 51,000 
5,500 3,000 1,700 1,300 
<500 <500 <200 <200 
2,900 2,400 1,300 1,100 
<500 860 <500 <500 
1,600 1,300 600 650 
<500 6,700 <500 6,200 
<100 <100 <100 <100 
<500 <200 <100 <100 
<100 <500 <500 <500 
12,000 13,000 7,200 6,000 
<100 <100 <100 <100 
<100 <100 <100 <100 
<100 <100 <100 <100 
<100 <100 <100 <100 
4,500 3,200 1,700 1,400 
6,600 6,500 4,000 2,500 
1,300 940 <500 <500 
260,000 310,000 200,000 110,000 
16,000 11,000 6,100 4,500 
<100 <500 <100 <200 
4,200 2,000 1,100 850 
<100 <100 <100 <100 
540 <200 <100 <100 
3,200 9,100 4,400 4,700 
12,000 8,700 4,800 4,000 
100,000 90,000 54,000 35,000 
850 1,000 510 520 
92,000 93,000 54,000 39,000 
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HIV incidence per 1,000 uninfected population 
018 


AIDS-related mortality per 100,000 population 
2018 


Number of children living with HIV 


Countries 
and areas 


Children | Adolescents 


Uruguay 

Uzbekistan 

Vanuatu 

Venezuela (Bolivarian Republic of) 
Viet Nam 

Yemen 


Zambia 
Zimbabwe 


SUMMARY 

East Asia and Pacific 

Europe and Central Asia 
Eastern Europe and Central Asia 
Western Europe 

Latin America and Caribbean 

Middle East and North Africa 

North America 

South Asia 

Sub-Saharan Africa 
Eastern and Southern Africa 
West and Central Africa 

Least developed countries 

World 


Children Adolescents | Adolescent | Adolescent 
0-14 10-19 girls 10-19 boys 10-19 
0.03 0.13 0.10 0.15 
0.30 0.03 0.04 0.03 
0.04 0.03 0.04 0.02 
0.02 0.07 0.03 0.10 
1.68 431 6.79 1.82 
2.02 3.67 5.94 1.42 
0.04 0.10 0.07 0.13 
0.08 0.12 0.13 0.12 
0.01 0.03 0.02 0.03 
0.03 0.05 0.05 0.04 
0.85 1.42 2233 0.52 
1.03 2.14 3.57 0.72 
0.67 0.67 1.04 0.32 
0.20 0.36 0.58 0.15 
0.25 0.33 0.51 0.16 


1.68 
0.23 
0.54 
19.69 
22.65 
16.76 
13.04 
5.18 


0.63 
0.06 
0.15 
12.48 
15.72 
g.19 
7.37 
2.69 


Adolescent | Adolescent | Children 
girls 10-19 | boys 10-19 0-14 

<0.01 <0.01 <200 

0.43 0.44 6,000 

0.16 0.10 5,000 

0.06 0.12 <500 

24.69 24.16 62,000 

49.01 50.21 84,000 

0.25 0.29 50,000 

0.63 0.62 42,000 

0.05 0.06 3,500 

0.15 0.15 64,000 

253 12.45 1,550,000 

16.08 15.35 1,110,000 

8.86 9.52 440,000 

7.38 7.36 810,000 

2.76 | 2.64 1,730,000 


For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
It is not advisable to compare data from consecutive editions of The State of the World's Children. 


DEFINITIONS OF THE INDICATORS 


HIV incidence per 1,000 uninfected population — 
Estimated number of new HIV infections per 1,000 uninfected 


population at risk of HIV infection. 


AIDS-related mortality per 100,000 population — Estimated 
number of AIDS-related deaths per 100,000 population. 


Number of children living with HIV — Estimated number of 


children living with HIV. 


MAIN DATA SOURCES 
HIV incidence per 1,000 uninfected 


population — UNAIDS 2019 estimates. 


Last update: July 2019. 
AIDS-related mortality per 100,000 


Adolescents | Adolescent | Adolescent 
10-19 girls 10-19 | boys 10-19 
<200 <100 <100 
1,500 750 720 
3,000 1,600 1,400 

680 <200 <500 
64,000 39,000 25,000 
81,000 46,000 36,000 
62,000 25,000 36,000 
48,000 25,000 23,000 
3,300 1,500 1,800 
61,000 30,000 31,000 
1,460,000 880,000 580,000 
1,120,000 680,000 440,000 
340,000 200,000 140,000 
720,000 430,000 290,000 
1,650,000 970,000 680,000 


population — UNAIDS 2019 estimates. 


Last update: July 2019. 
Number of children living with HIV 


—UNAIDS 2019 estimates. Last update: 


July 2019. 


NOTES 


— Data not available. 
Due to rounding of the estimates, 


disaggregates may not add up to the 


total. 
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Children living with HIV 


Comprehensive knowledge of HIV 


Condom use among adolescents 


Adolescents age 15-19 tested for 
HIV in the last 12 months and 


Pregnant nl among adolescents age 15-19 age 15-19 with multiple partners 2 
women living receiving ART (%) (%) (%) received results (%) 

with HIV | Early infant 018 2012-2018* 2012-2018* 2012-2018* 
Countries RePMTCT G&) - — children adolescents 
and areas 2018 2018 0-14 10-19 male female male female male female 
Afghanistan 11.1 1.2 | We 34.5 43 y 06 y - - 0.0 y NZ sy 
Albania - - - - 19.6 35.3 - - 0.1 1.0 
Algeria 74.1 46.7 295 395 - 6.8 - - - 0.7 
Andorra - - - - - - - - - - 
Angola 38.2 14 129 - 29.4 31.1 3a 30.5 42 15.7 
Anguilla - - - - - - - - - - 
Antigua and Barbuda - - <1 — Boal 40.2 x 100 x 53:87 x) - - 
Argentina >95 70.6 92.1 - - 35.7 - - - - 
Armenia - - - - 8.9 14.7 = — 0.2 0.6 
Australia - - - - - - - - - - 
Austria — - - — - - = — - - 
Azerbaijan - - - - 21 x 3.1 x - - - - 
Bahamas - - 21.1 31.0 - - - — - - 
Bahrain - - - - - - - - - - 
Bangladesh 28.3 25.2 32.9 WS - 12 ¥ - - - - 
Barbados - - - - - 65.6 - - - 97 
Belarus 90.3 92.3 88.1 - 52.8 50.8 = — 14.7 15.1 
Belgium - - - - - - - - - - 
Belize 43.9 - GEIS) — 43.5 ebb} 68.7 - 70 12.9 
Benin >95 64.9 44.1 - 14.4 14.1 26.2 38.7 35 6.3 
Bhutan - - - — - ZAVS): a - - - 34 x 
Bolivia (Plurinational State of) >95 - 40.1 - 23.8 x 20.0 x 442 x - 14 x - 
Bosnia and Herzegovina - - - - 4 42.3 - - 0.0 0.0 
Botswana >95 76.5 37.9 63.3 - - - - - - 
Brazil - - - - - - - — - - 
British Virgin Islands - - - - - - - - - - 
Brunei Darussalam - = - — - - - - - - 
Bulgaria - =| - - - - - - - - 
Burkina Faso >95 16.7 21.0 - 30.8 x 29 px 76.4 x 7.2 x 40 x 1a x 
Burundi 79.7 30.4 - 50.2 46.3 - - 8.0 13.2 
Cabo Verde - - - - - - - - - - 
Cambodia 85.1 45.7 91.6 - 42.4 32.7 - - 29 6.7 
Cameroon 80.0 61.3 23.8 26.6 298 x 25 x 69.5 x a x 12 x 3 x 
Canada - - - - - - - - - - 
Central African Republic 70.7 24.3 23.4 87.8 26.4 x 7.1 x AQS x 28.1 x 68 x 146 x 
Chad 55.8 - 16.3 - 11.6 10.2 - 53.6 p 15 5.3 
Chile >95 81.2 55.5 - - - - - - - 
China - - ~ - - - - - - - 
Colombia ZA.) 30.7 40.6 — 25.9 PAE 65.9 44.7 - Sl x 
Comoros - - - - 20.6 178 50.7 - 25 18 
Congo 25.0 Rg 2515 - 41.9 26 54.7 48.9 38 7A 
Cook Islands - - - - - - - - - - 
Costa Rica - - - - - 29x - 58.6 px - 94 x 
Cote d'Ivoire 89.8 56.3 40.0 - 31.5 24.4 72.7 30.4 79 16.3 
Croatia - - - - - - - - - - 
Cuba >95 >95 33.8 >95 47.9 59.2 - 79.2 p 155 18.7 
Cyprus = =| = = = = = = = = 
Czechia - - - - - - - - - - 
Democratic People's Republic of E 2 _ E. ss me _ x ee = 
Korea 
Democratic Republic of the Congo 43.9 19.7 24.9 = 20.3 17.1 17.3 12.1 1.4 45 
Denmark - - - — - - - - - - 
Djibouti 29.6 3.4 10.1 24.0 - - - - - - 
Dominica - - <i - 39:3 x AO?) % 735 x £57 x = = 
Dominican Republic 84.2 67.7 54.6 - 39.2 39.4 67.4 40.3 53 11.6 
Ecuador >95 - 82.3 - - - - — - - 
Egypt 16.3 12.7 39.0 - 28 y = = a - 
El Salvador 39.7 37.1 24.3 - 25.1 251 = 30.9 p = Ths) 
Equatorial Guinea 50.1 = 14.4 - - - - - - - 
Eritrea 47.9 20.2 37.2 - 319 x 22a = = a = 
Estonia - - - - - - - - - - 
Eswatini 79.2 78.0 Sy 83.6 44.4 445 92.4 px - 30.4 40.8 
Ethiopia S17 60.8 59.3 - 37.6 24.0 56.9 p = 8.9 12.4 
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Children living with HIV 


Comprehensive knowledge of HIV 


Condom use among adolescents 


Adolescents age 15-19 tested for 
HIV in the last 12 months and 


Pregnant ni among adolescents age 15-19 age 15-19 with multiple partners 2 
women living receiving ART (%) (%) (%) received results (%) 
WihHIV. | Bariginfant 018 2012-2018* 2012-2018* 2012-2018* 
Countries Re PMTET ea) sas ae children adolescents 
and areas 2018 2018 0-14 10-19 male female male female male female 
Fiji - | - - - - | - - - - | - 
Finland - - - - - - - - - - 
France - - - - - - - - - - 
Gabon 71.6 17.4 57.1 - 34.8 28.8 773 58.3 6.1 20.4 
Gambia 67.6 28.2 2915 - 26.5 21.9 - - 1.9 eis} 
Georgia = = = - - - - - - 16 x 
Germany - - - - - - - - - - 
Ghana 78.9 58.2 19.9 - 24.5 18.1 24.4 x 21.6 p 1.3 45 
Greece - - - - - - - - - - 
Grenada >95 >95 36.4 - 66.7 x 58.5 x 80.0 x 92.3 x = - 
Guatemala 34.5 2315 36.4 38.6 WAS 19.8 66.3 38 p yes) 48 
Guinea 65.0 15.0 20.3 - 27.2 14.0 46.2 p 17.9 0.9 47 
Guinea-Bissau 477 26.7 6.1 - 19.3 20.3 Bo5 40.9 1.8 48 
Guyana 89.3 61.2 37.5 - 33.2 47.6 82.6 p = 10.1 15.8 
Haiti 83.4 46.1 ERS) Sey 3315 36.2 25 42.3 6.2 222. 
Holy See = = = = = = = = = = 
Honduras 58.7 44.5 40.5 - - - 72.6 38.9 28 9.6 
Hungary - - - - - - - - - - 
iceland - - - - - - - - - - 
ndia - - - - 28.2 18.5 29.9 35.3 p 0.7 1.3 
ndonesia 15.4 fle 22E = 40 py 9.4 = = = = 
ran (Islamic Republic of) 80.9 39.8 58.3 28.8 - - - - - - 
raq = = = = = Bl = = = 07 
reland - - - - - - - - - - 
srael - - - - - - - - - - 
taly - - - - - - - - - - 
Jamaica >95 - 50.9 62.6 33.7 St) oy 55.9 p 20.0 34.7 
Japan - - - - - - - - - - 
Jordan = = = = dell ROMY - - - - 
azakhstan 59.4 51.5 >95 >95 29.5 19.6 93.6 px - 13.8 x 10.9 
Kenya Chl 67.3 60.7 - 57.7 49.0 64.1 26.1 p 26.6 a0. 
iribati - - - - - - - - - - 
Kuwait - = - - - - - - - - 
yrgyzstan 88.1 82.1 >95 >95 18.3 17.0 a - 0.9 10.5 
Lao People's Democratic Republic 35.4 12.7 39.7 = AV2 18) be 274 p 0.5 1.0 
Latvia - - - - - - - - - - 
Lebanon - = - - - - - - - - 
Lesotho 77.2 69.5 70.0 - 29.7 34.8 79.7 57.9 p 24.9 40.5 
Liberia 9372) 14.7 18.2 - 19.0 34.6 21.6 p 27.1 3.6 13.1 
Libya 62.7 45.1 32.6 - - - - - - - 
Liechtenstein - - - - - - - - - - 
Lithuania - - - - - - - - - - 
Luxembourg - | - - - - - - - - - 
Madagascar 25.0 - 47 - 24 20.9 52 5.5 p 0.8 2.0 
alawi 295 >95 61.0 - 43.1 38.9 Boi 44 22 Ge) 
jalaysia >95 >95 93.9 - - - - - - - 
Maldives - - - - ZAI 26.9 - - 1.8 27 
Mali 23.7 13.8 18.0 - 26.7 20.7 47.0 25.7 1.6 5.0 
Malta - - - - = - - - - - 
Marshall Islands - - - - - - - - - - 
Mauritania ove) - 54.3 66.5 74 7.0 - - 1.0 24 
jauritius >95 75.3 44.9 - - - - - - - 
lexico = = = >95 = 27.6 = 36:3 = 69 
icronesia (Federated States of) - - - - - - - - - - 
onaco - - - - - - - - - - 
Mongolia - - - - 17.3 17.5 778 p = 46 6.5 
ontenegro = = = = go2 42.3 64.4 p = 0.0 0.4 
ontserrat - - - - - - - - - - 
orocco 61.0 = >95 = = WZ Xe - - - - 
ozambique >95 66.4 60.2 - 28.0 27.7 38.6 43.2 p 10.1 253 
yanmar 79.7 25.0 80.1 - 14.3 13.4 - - 2.0 0.9 
amibia >95 - 779 >95 61.0 55.9 75.1 p 614 p 13.9 28.5 
Nauru - - - - - = = - - - 
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Children living with HIV 


Comprehensive knowledge of HIV 


Condom use among adolescents 


Adolescents age 15-19 tested for 
HIV in the last 12 months and 


Pregnant nl among adolescents age 15-19 age 15-19 with multiple partners 2 
women living receiving ART (%) (%) % received results (%) 
with HIV | Early infant 018 2012-2018* 2012-2018* 2012-2018* 
Countries RePMICT G8) i eo children adolescents 
and areas 2018 2018 0-14 10-19 male female male female male female 
epal 50.7 70.8 91.2 = 24.3 18300 - | = 30 «| 25 
Netherlands - - - - - - - - - - 
ew Zealand - - - - - - - - - - 
Nicaragua 90.4 2 54.7 = = 16.4 x - - - - 
iger 57.7 i 52.5 40.3 20.3 11.2 - - 18 41 
Nigeria 43.6 18.1 35.0 34.2 24.8 28.1 62.0 42.7 ue 73 
iue - - - - - - - - - - 
North Macedonia = - - - - - - - - - 
lorway - - - - - - - - - - 
Oman - - - - - - - - - - 
Pakistan 10.0 1.9 11.2 9.6 02 y 1.0 y - - 0.0 py 02 y 
Palau = - - - - - - - - - 
Panama 92.1 90.1 75.8 >95 - - - - - - 
Papua New Guinea 78.6 746 49.2 = = = - - - - 
Paraguay 87.5 59.8 43.0 pie - 24.9 - 61.0 - 8 
Peru 84.6 82.2 476 >95 - - - - - - 
Philippines 18.5 3.6 20.3 5.8 = 15.7 34.3 px - - 0.3 
Poland - - - - - - - - - - 
Portugal - - - - - - - - - - 
Qatar = - - - 22.8 oy, - - - - 
Republic of Korea - - - - - - - - - - 
Republic of Moldova 72.6 74.2 40.4 59.8 25.6 35.2 = = 6.4 9.9 
Romania >95 - >95 7 - 7 - - - - 
Russian Federation - - - - - - - - - - 
Rwanda >95 82.5 63.2 - 59.5 61.6 - - 219 274 
Saint Kitts and Nevis 50.0 = <1 25.0 Ge 9 54.4 x 53.8 x 50.0 x - - 
Saint Lucia - 714 5.6 - - 57.7 - - - 11.9 
Saint Vincent and the Grenadines - - 36.4 - - - - - - - 
Samoa - - - - - - - - - - 
San Marino - - - - - - - - - - 
Sao Tome and Principe - >95 62.2 30.8 42.0 40.5 78.5 - 8.0 22.1 
Saudi Arabia - =| - - - - - - - - 
Senegal 65.1 23.8 30.7 - 25.7 20.3 49.1 p = 1.5 6.1 
Serbia = =| = = 43.0 x 529i 62.8 x = (iouex ich 
Seychelles - - - - - - - - - - 
Sierra Leone = = 16.9 = 26.0 24.8 8.8 11.5 3.0 7A 
Singapore - - - - - - - - - - 
Slovakia - - = - - - - - - - 
Slovenia - - - - - - - - - - 
Solomon Islands - - - - - - - - - - 
Somalia 19.4 - 14.3 - - - - - - - 
South Africa 86.5 88.7 63.0 - $55 38.3 87.9 54.8 28.7 38.4 
South Sudan 56.0 57 8.9 - - 83 x - 6.1 px - 32 x 
Spain - - - - - - - - - - 
Sri Lanka - - - - - - - - - - 
State of Palestine - - - - - 47 - - - - 
Sudan 5.1 - 147 - 9.8 77 - - - 0.6 
Suriname >95 - 716 >95 - 40.3 x - - - 114 x 
Sweden - - - - - - - - - - 
Switzerland - - - - - - - - - - 
Syrian Arab Republic - - - - - - - - - - 
Tajikistan 46.5 29.1 295 - g4 x 8.5 - - - a 
hailand >95 >95 82.6 84.8 45.0 46.5 - - 3.5 6.3 
Timor-Leste = = = = 12.7 5.9 = = 0.3 0.0 
Togo 80.3 46.0 33.6 - 27,8 22.8 = 46.5 px 67 11.2 
okelau - - = - - - - - - - 
Tonga - - - - - - - - - - 
Trinidad and Tobago - - - - - layeh 8 - - - 10.0 x 
unisia - - - - 12.2 13.0 - - 0.0 0.3 
Turkey - - - - - - - - - - 
Turkmenistan cad aad - - - 18.6 = - - 48 
Turks and Caicos Islands = - - = - - - - - - 
Tuvalu - - - - - - - - - - 
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Children living with HIV 


Comprehensive knowledge of HIV 


Condom use among adolescents 


Adolescents age 15-19 tested for 
HIV in the last 12 months and 


Pregnant ni among adolescents age 15-19 age 15-19 with multiple partners 2 
women living receiving ART (%) (% %) received results (%) 
WihHIV. | Barigintant 018 2012-2018" 2012-2018" 2012-2018* 

Countries Re PMTET ea) sas ve children adolescents 
and areas 2018 2018 0-14 10-19 male female male female male female 
Uganda 921g 44.8 65.7 - 40.2 40.7 52a 26.0 28.4 39.4 
Ukraine >95 65.0 >95 - 36.6 42.6 89.8 - 9.9 6.9 
United Arab Emirates - = - - - - - - - - 
United Kingdom - - - - - - - - - - 
United Republic of Tanzania 93:3 46.9 65.0 56.2 41.9 36.8 45.2 37.7 3H 20.8 
United States - - - - - - - - - - 
Uruguay >95 75.0 63.9 - - 36.4 - 66.8 p - ee 
Uzbekistan 35.4 31.3 92.8 >95 - - - - - - 
Vanuatu - = - - - - - - - - 
Venezuela (Bolivarian Republic of) - - - - - - - - - - 
Viet Nam 81.0 50.8 91.7 - - 50.5 - - - 3.8 
Yemen 12.8 - 33.0 - - - - - - - 
Zambia >95 14 78.7 - 42.3 38.9 37.7 33 14.9 28.8 
Zimbabwe 93.9 63.0 76.4 88.9 48.7 51.4 71.1 - 19.9 29.1 
SUMMARY 
East Asia and Pacific 55.0 36.9 60.8 - - - - - - - 
Europe and Central Asia - - - - - - - - - - 

Eastern Europe and Central Asia - - - - - - - - - - 

Western Europe - - - - - - - - - - 
Latin America and Caribbean 78.6 48.5 46.0 - - - - - - - 
Middle East and North Africa 53.2 35.5 73.1 - - - - - - - 
North America - - - - - - - - - - 
South Asia 56.2 30.8 91.1 - 23.6 15.2 29.9 35.3 0.6 17 
Sub-Saharan Africa 84.4 60.4 52.0 - 31.1 28.0 513 329 10.3 15.0 

Eastern and Southern Africa 91.5 68.8 61.2 - 37.6 33.0 53.6 33.2 15.8 21.9 

West and Central Africa 58.8 2018) 28.4 = 23.6 22.2 48.6 32.6 45 TE 
Least developed countries 88.5 49.8 51.0 - 27.7 21.5 414 - TL 11.6 
World 82.4 58.7 54.2 - 24.1 20.3 - - - 67 


For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
It is not advisable to compare data from consecutive editions of The State of the World's Children. 


DEFINITIONS OF THE INDICATORS 


Pregnant women living with HIV receiving ARVs for 
PMTCT — Percentage of the estimated number of pregnant 
women living with HIV who received effective regimens 
(excluding single-dose nevirapine) of antiretroviral medicines 
(ARVs) for prevention of mother-to-child transmission 
(PMTCT) of HIV. 


Early infant HIV diagnosis — Percentage of HIV-exposed 
infants who received a virologic test for HIV within two 
months of birth. 


Children living with HIV receiving ART — Percentage of 
children living with HIV who received antiretroviral therapy 
(ART). 

Comprehensive knowledge of HIV among adolescents 
age 15-19 — Percentage of adolescents aged 15-19 who 
correctly identify the two ways of preventing the sexual 
transmission of HIV, who know that a healthy-looking person 
can be HIV-positive and who reject the two most common 
misconceptions about HIV transmission. 


MAIN DATA SOURCES 


Condom use among adolescents age 15-19 with 
multiple partners — Percentage of adolescents aged 15-19 
who had more than one sexual partner in the past 12 months 
reporting the use of a condom during their last sexual 
intercourse. 

Adolescents age 15-19 tested for HIV in the last 12 
months and received results — Percentage of adolescents 
aged 15-19 who have been tested for HIV in the last 12 months 
and received the result of the last test. 


Pregnant women living with HIV 
receiving ARVs for PMTCT — Global 
AIDS Monitoring and UNAIDS 2019 
stimates. Last update: July 2019. 


Early infant HIV diagnosis — Global 
AIDS Monitoring and UNAIDS 2019 
estimates. Last update: July 2019. 


Children living with HIV receiving 
ART — Global AIDS Monitoring and 
UNAIDS 2019 estimates. Last update: 
July 2019. 


Comprehensive knowledge of HIV 
among adolescents age 15-19 — 
Nationally representative population- 
based surveys, including MICS, DHS, Als, 
and other household surveys 2012-2018. 
Last update: April 2019. 


o 


NOTES 


— Data not available. 


x Data refer to years or periods other 
than those specified in the column 
heading. Such data are not included 
in the calculation of regional and 
global averages. Estimates from 
years prior to 2000 are not displayed. 


p Based on small denominators 
(typically 25-49 unweighted cases). 
No data based on fewer than 25 
unweighted cases are displayed. 


Condom use among adolescents age 
15-19 with multiple partners — 
Nationally representative population- 
based surveys, including MICS, DHS, AIS, 
and other household surveys 2012-2018. 
Last update: April 2019. 


Adolescents age 15-19 tested for HIV 
in the last 12 months and received 
results — Nationally representative 
population-based surveys, including 
MICS, DHS, AIS, and other household 
surveys 2012-2018. Last update: April 
2019. 


y Data differ from the standard defini- 


tion or refer to only part of a country. 
If they fall within the noted reference 
period, such data are included in the 
calculation of regional and global 
averages. 

Data refer to the most recent year 
available during the period specified 
in the column heading. 


TABLE 7. NUTRITION: NEWBORNS, INFANTS AND YOUNG CHILDREN 


Infant and Young Child Feeding (0-23 months) 


Weight at birth 2013-2018* 
Introduction Continued breastfeeding Zero 
Early to solid, (12-23 months) Minimum Minimum vegetable or 
Low Unweighed at] _ initiation Exclusive | semi-solid or (%) Minimum diet meal acceptable fruit 
Countries birthweight birth of —— |breastfeeding} soft foods : diversity frequency diet consumption 
(%) (%) breastfeeding] (<6 months) | (6-8 months) Poorest Richest | (6-23 months) | (6-23 months) | (6-23 months) | (6-23 months) 
and areas 2015 2010-2018* (%) (%) % Allchildren} 20% 20% % % % (%) 
Afghanistan - 86 63 58 61 74 80 70 22 51 15 59 
Albania 5 13 57 37 89 43 38 37 52 51 29 26 
Algeria i 11 36 x 25) X We % 36 x 35 x 34 x = bye - - 
Andorra 7 14 - - - - - - - - - - 
Angola 15 45 48 oi 79 67 74 53 29 33) 13 36 
Anguilla - - - - - - - - - - - - 
Antigua and Barbuda 9 - - - - - - - - - - - 
Argentina 7 4 53 x 32 x 97 x 39 x 49 x 33 x - 68 x - - 
Armenia 9 0 4 44 90 29 32 24 36 72 24 22 
Australia 7 1 - - - - - - - - - - 
Austria 7 0 - - - - - - - - - - 
Azerbaijan 7 3 20 12 ay 26 x 24 x 15 x 35x - - 38 x 
Bahamas 13 16 - - - - - - - - - - 
Bahrain 12 2 - - - - - - - - - - 
Bangladesh 28 68 51 55) 65 92; 94 85 27 64 23 5) 
Barbados - 2 40 x 20 x 90 x 41 x — Xp — xp > 61 x = - 
Belarus 5 0 BSix 19) x 95 x 1 26 x Sex = 74 x - - 
Belgium 7 4 - - - - - - - - - - 
Belize 9 1 68 os) 79 47 59 3 58 68 x - 30 
Benin 7 40 54 4 56 69 77 52 26 45 15 54 
Bhutan 12 28 78 51 87 80 x 88 x 6ex - 63 - - 
Bolivia (Plurinational State of) 7 17 55 58 81 x 55 74 xr 53 xr 64 x = - 20 x 
Bosnia and Herzegovina 3 2 42 x 18 x 76 x AZ x 16 x 10 x = 2s - - 
Botswana 16 5 53 30 73 15 - - - - - - 
Brazil 8 3 43 x 39 x 94 x = = = = = = = 
British Virgin Islands - - - - - - - - - - - - 
Brunei Darussalam 11 4 - - - - - - - - - - 
Bulgaria 10 6 - - - - - - - - - 
Burkina Faso 13 36 56 48 75 90 x 93 x imax Bik 57 30x 75 
Burundi 15 20 85 82 86 89 92 84 18 39 10 9 
Cabo Verde - - vse 60 x = - = = = = = = 
Cambodia 12 9 63 65 82 58 65 39 40 72 30 35 
Cameroon 12 40 31 28 83 46 75) 16 23 60 16 42 
Canada 6 1 - - - - - - - - - 
Central African Republic 15 ag 5a 29 94 x 66 x 74 x 57 x 2 ® 20 x ox coe 
Chad - 88 23 <1.0 59 79 82 68 9 37 6 70 
Chile 6 0 = = = = = = = = = = 
China 5 0 29 21 83 - - - 35 69 25 - 
Colombia 10 18 72 36 78 45 x 49 x Ogiex - 61 - 
Comoros 24 33 34 x 11 x 80 x 65 x 68 x 69 x 22 x 30 x 6 x 52 x 
Congo 12 10 25 30) 84 32 54 20 14 32 5 51 
Cook Islands 3 - - - - - - - - - - - 
Costa Rica 7} 2) 60 x 33x 90 x 40 x 50 x (Sex = IR) 3S = = 
Cote d'Ivoire 15 25 37 23 65 63 76 36 23 49 14 44 
Croatia 5 - - - - - - - - - - - 
Cuba 5 5 48 33 91 31 - - 70 79 56 27 
Cyprus = 7 - - - - - - - - - - 
Czechia 8 0 - - - - - - - - - - 
oe People's Republic of _ 0 43 n 2B iy = _ a7 5 29 _ 
Democratic Republic of the Congo 11 24 52 47 79 82 87 67 17 35 8 29 
Denmark 5 4 - - - - - - - - - - 
Djibouti - - 52 x 12 x - - - - - - - - 
Dominica - - - - - - - - - - - - 
Dominican Republic 11 4 38 5 81 20 27 14 51 80 43 35 
Ecuador 11 i) bmx 40 x 74 x - - - - - - - 
Egypt - 39 27 40 75 50 58 43 35 60 23 45 
El Salvador 10 7 42 47 90 67 71 57 73 87 65 16 
Equatorial Guinea = 30 - 7 x - 31 x 4] xr 34 xr - 39 x = = 
Eritrea = 65 93 x 69 x 44 x 86 x = = = = = = 
Estonia 4 0 - - - - - - - - - - 
Eswatini 10 ) 48 64 90 28 29) i) 48 85 38 - 
Ethiopia - 86 73 57 60 85 84 83 12 45 7 69 


STATISTICAL TABLES » 217 
TABLE 7. NUTRITION: NEWBORNS, INFANTS AND YOUNG CHILDREN 


Infant and Young Child Feeding (0-23 months) 
Weight at birth 2013-2018* 

Introduction Continued breastfeeding Zero 

Early to solid, (12-23 months) Minimum Minimum | vegetable or 
Low Unweighed at} _ initiation Exclusive | semi-solid or (%) Minimum diet meal acceptable fruit 

Countries birthweight birth of _— |breastfeeding| soft foods 5 diversity frequency diet consumption 

(%) (%) breastfeeding | (<6 months) | (6-8 months) Poorest Richest | (6-23 months) | (6-23 months) | (6-23 months) | (6-23 months) 
and areas 2015 2010-2018* (%) (%) (%) All children 20% 20% (%) (%) (%) (%) 
Fiji = 11 x 57 x 40 x =y | = 2 = = = = 2 
Finland 4 6 - - - - - - - - - - 
France 7 0 - = - - - - - - - - 

Gabon 4 9 32 x 5 Xx 82 x 23 x 34 x 19 x 18 x - ad 52 x 
Gambia 7 4 52 47 5b) 78 81 69 10 58 8 76 
Georgia 6 0 69 x 55 x 85 x 30 x 31 x 31 x = - = - 
Germany i 2 - - - - - - - - - - 
Ghana 4 40 56 52 73 76 92 71 24 43 13 51 
Greece g 4 - - - - - - - - - = 
Grenada - - - - - - - - - - - - 
Guatemala fl 6 63 53 80 72 85 48 59 82 52 27 
Guinea - 49 34 33 54 78 gr 53 or 6 24 2 85 
Guinea-Bissau 21 56 34 53 57 Ui 83 57 10 bul 8 44 
Guyana 16 | 11 49 21 81 46 64 25 40 63 28 33 
Haiti - 67 47 40 91 52 5g) 43 19 39 11 Bo) 
Holy See - - - - | - - - - - - - - 

Honduras il 17 64 x Sh) 86 x 59 x 76 x 42 x 61 x 86 x Isla) 36 x 
Hungary g 0 - - - - - - - - - - 
celand 4 8 - = - - - - - - - - 
ndia -—21 22 4 55 46 80 88 69 20 36 10 55 
ndonesia 10 10 58 51 86 67 74 56 54 72 40 18 
ran (Islamic Republic of) - - 69 x 53 x 76 x - - - - - - - 
raq - 28 32 26 85 35 47 82: 45 78 85) 25) 
reland 6 4 = S = = = = = = s = 
srael 8 0 = = = = = = = = = = 
taly 7 2 - - - - - - - - - - 
Jamaica 15 4 65 x 24 x 64 x 38 x 39 x 29 x - 42 x - - 
Japan ] 5 - - - - 7 - - 7 7 - 
Jordan 14 5 67 25) 83 26 28 33) 35 62 Z3) 4 
azakhstan 5 83 38 66 4 40 45 49 77 38 21 
Kenya 11 34 62 61 80 15) 18) 69 36 51 22; 29, 
iribati - 24 x 80 x 66 x 70 x 85 x 92 x 80 x 27 x = = = 
Kuwait 0 30 = = = = = = = = = = 
yrgyzstan 6 0 81 46 91 47 53 36 60 76 44 14 
Lao People's Democratic Republic 17 33 50 44 87 43 66 19 36 70 27 36 
Latvia 5 0 = = = = = = = = = se 
Lebanon e) 0 4 x - = 14 x - - - ~ - - 
Lesotho 5 7 65 67 83 53 74 26 7 61 11 50 
Liberia - 77 61 lela) 47 69 76 53 10 30 5 ok} 
Libya - - - - | - - - - - - - - 
Liechtenstein - - - - - - - - - - - - 
Lithuania 5 7 - - - - - - - | - - - 
Luxembourg i 0 - - - - - - - - - - 

jadagascar 17 | 60 x 66 x 42 x 90 x 79 x 79 x 77 x 22 x - - 33 x 
alawi 14 16 76 bg 85 84 87 78 7a 29 8 23 
jalaysia 11 1 - 40 - - - - - - - - 
Maldives 12 11 67 63 97 73 if) = 71 70 51 15 
ali - 63 53 40 | 42 79 82 6 73 6 11 23 | 3 70 
alta 6 0 = = = = = = = = = = 
larshall Islands - 10 61 43 64 36 25 —p 34 | 61 16 46 
auritania - 64 68 40 74 70 nS 61 28 39 14 51 
auritius 7 6 - - - - - - - - - - 
exico 8 Z 51 30 82 36 oy 16 59 81 48 18 
Micronesia (Federated States of) - - - - - - - - - - - - 
Monaco 5) 0 = = = = = = = = = = 
Mongolia 5 | 84 59 97 64 66 58 45 92 4 37 
Montenegro 5 1 14 17 95) 16 27 11 69 90 61 ig 
Montserrat - - - - - - - - - - - - 
Morocco 17 27 43 35) 84 x ob) BS 45 x 19 x = = - = 

Mozambique 14 | 49 69 4 95 75 x 80 x 53 x 28 x | 41 x 13 x 36 x 
Myanmar 12 55 67 51 75 78 84 66 21 58 16 56 
Namibia 16 | 14 71 48 80 47 55 27 25 4 13 52 
Nauru - 4 Tay a 67 x - 67 x = = = = = = 
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Weight at birth 


Infant and Young Child Feeding (0-23 months) 


2013-2018* 


Minimum diet 
diversity 
(6-23 months) 
0 


0 


45 


Minimum 
meal 
frequency 
(6-23 months) 
i) 


fy 


71 


Minimum 
acceptable 


diet 
(6-23 months) 
9 


0 


36 


Zero 
vegetable or 
fruit 
consumption 
(6-23 months) 
0 


(%) 


38 


Introduction Continued breastfeeding 
Early to solid, (12-23 months) 

Low Unweighed at] initiation Exclusive | semi-solid or (%) 
Countries birthweight birth of — |breastfeeding| soft foods : 

(%) (%) breastfeeding| (<6 months) | (6-8 months) Poorest Richest 
and areas 2015 2010-2018* (%) (%) % All children 20% 20% 
lepal 22 39 55 65 84 94 97 91 
Netherlands 6 6 = = = - - - 
ew Zealand 6 8 - - - - - - 
Nicaragua 11 8 54 x 32 x 89 x 52 x 64 x 28 x 
iger - 77 53 x 23 x 62 x 78 x 85 x 71 x 
igeria - 75 32 25 66 51 80 © 48 + 
iue - - - - - - - - 
North Macedonia i) 4 2lex 23x 87 x 27 x 25 x 26 x 
lorway 4 3 - - - - - - 
Oman 11 0 82 23 95 - - - 
Pakistan - 84 20 47 65 63 75 52 
Palau - - - - - - - - 
Panama 10 9 47 21 78 4 57 18 
Papua New Guinea = = = 56 x - - - - 
Paraguay 8 2 50 30 87 33 41 43 
Peru 9 5 50 66 95 65 69 53 
Philippines 20 16 57 33. x 89 x 60 68 49 
Poland 6 0 = = = = - - 
Portugal 9 0 - - - - - - 
Qatar 7 2 34 x PR 74 x 47 x = = 
Republic of Korea 6 2 - - - - - - 
Republic of Moldova 5 1 61 x 36 x SEX 2] x 44 x 2 & 
Romania 8 2 58 x 16 x - - - = 
Russian Federation 6 0 Psy 34 - = - - - 
Rwanda 8 8 80 87 57 91 94 81 
Saint Kitts and Nevis - - - - - - - - 
Saint Lucia - 0 50 x 3 x — xp 29 x | — xp — xp 
Saint Vincent and the Grenadines - - - - = - - - 
Samoa - 24 81 70 74 73 - - 
San Marino 3 2 - - - - - - 
Sao Tome and Principe 7 7 38 R 74 51 65 46 
Saudi Arabia - - - - - - - - 
Senegal 18 40 34 42 67 70 77 61 
Serbia 5 2 5] 13 97 15 20 18 
Seychelles 12 0 - - - - - - 
Sierra Leone 14 52 56 47 68 61 71 33 
Singapore 10 17 - - - - - - 
Slovakia 8 2 - - - - = - 
Slovenia 6 4 - - - - - - 
Solomon Islands - 14 18) 76 - 71 - - 
Somalia - 96 x 23 x 5 x 17 x 43 x 61 x 23 x 
South Africa 14 19 67 32 83 34 47 2 
South Sudan - - 50 x 45 x 42 x 62 x 67 x 58 x 
Spain 8 4 - - - - - - 
Sri Lanka 16 0 90 82 88 91 - - 
State of Palestine 8 0 4 38 90 31 30) 29) 
Sudan - 89 69 55 61 73 72 74 
Suriname 15 19 45 x oe TSR laa 16 x lax 
Sweden 2 5 - - - - - - 
Switzerland 6 0 - - - - - - 
Syrian Arab Republic - 52 x 46 x 43 x 44 x 45 x 57 x 42 x 
ajikistan 6 9 62 36 63 5 63 53 
Thailand 11 1 40 23 85 24 35 11 
Timor-Leste - 47 15 50 63 52 61 44 
Togo 16 40 61 57 67 82 92 69 
Tokelau - - = - - - - - 
Tonga - 6 79 x 52 x - 41 x - - 
rinidad and Tobago 2 19 46 x 7A 56 x 34 x 45 x =x 
unisia 7 3 32 14 97 30 39 28 
Turkey 11 0 50 30 75 50 - - 
Turkmenistan 5 | 73 58 82 44 54 24 
Turks and Caicos Islands - - = - - - - - 
Tuvalu - 3 x 15 x 35 x - 53 x - - 
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Infant and Young Child Feeding (0-23 months) 


Weight at birth 
_ Low Unweighed at 

Countries i 
and areas 2015 2010-2018* 
Uganda = ag 
Ukraine 6 3 
United Arab Emirates 13 3 
United Kingdom 7 4 
United Republic of Tanzania 10 36 
United States 8 2 
Uruguay 8 6 
Uzbekistan 5 1x 
Vanuatu 11 13 
Venezuela (Bolivarian Republic of) 9 - 
Viet Nam 8 6 
Yemen - 92 
Zambia 12 34 
Zimbabwe 13 18 
SUMMARY 
East Asia and Pacific 8 6 
Europe and Central Asia 7 2 

Eastern Europe and Central 

Asia ul Z 

Western Europe 7 3 
Latin America and Caribbean 9 if 
Middle East and North Africa 11 35 
North America 8 2 
South Asia 27 39 
Sub-Saharan Africa 14 52 

Eastern and Southern Africa 14 48 

West and Central Africa 14 54 
Least developed countries 16 54 
World 15 29 


2013-2018* 
Introduction Continued breastfeeding Zero 
Early to solid, (12-23 months) Minimum Minimum | vegetable or 
initiation Exclusive | semi-solid or (%) Minimum diet meal acceptable fruit 
of breastfeeding] soft foods diversity frequency diet consumption 
breastfeeding) (<6 months) | (6-8 months) Poorest Richest | (6-23 months) | (6-23 months) | (6-23 months) | (6-23 months) 
(%) (%) % All children 20% 20% (%) % % (%) 
66 65 81 67 dil By 26 42 15 44 
66 x 20 x 75 x 31 x 31 x 30 x - 64 x = = 
51 bg 92 12, Ts) 70 21 40 9 29) 
- 35 - 13 - - - - - - 
77 - - - - - - - - - 
67 x 24 x 47 x 57 x 66 x 52 x - - - - 
85 18) v2, 58 - - - - - - 
26 24 91 43 55 29 59 91 Bs 14 
53 10 69 63 73 56 21 59 15 66 
66 70 82 63 GY & 48 + 18 42 10 35) 
58 47 91 55 61 45 23 36 8 32 
38 30 84 60 q 68 q 47 q 40 71 30 259 
57 q ool G 75 q 47 q - = = = 25 = 
54 q 38 gq 84 q 45 q 57 q 28 q 60 q 75 q - ZA 
36 30 78 47 55 42 36 65 26 42 
- 35 - 13 - - - - — - 
40 54 52 78 86 67 20 44 12 55 
52 44 We 67 79 59 24 43 12 42 
65 55 77 72 77 65 24 43 13 44 
4 34 68 64 82 53 25 42 12 40 
58 51 72 78 82 69 21 45 13 49 
44 42 69 65 78 58 29 53 19 44 


For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
It is not advisable to compare data from consecutive editions of The State of the World's Children. 


DEFINITIONS OF THE INDICATORS 


Low birthweight — Percentage of infants weighing less th 


a 


in 


2,500 grams at birth. 


Unweighed at birth — Percentage of births without a 
‘a source; Note that (i) estimates from 


birthweight in the da 
household surveys include 


years in the survey reference period (e.g. last 2 years) 


ive births among women age 


able from an official document 


a birthweight was not avai 
health card) or could not be recalled by the respondent at 
time of interview and may have been recalculated to coun’ 
birthweights <250g and >5500g as missing and (ii) estima 
from administrative sources (e.g. Health Management 
Information Systems) were calculated using numerator data 
from the country administrative source and denominator data 
were the number of annual births according to the United 
Nations Population Division World Population Prospects, 2017 
edition. These estimates include unweighed births and 
weighed births not recorded in the system. 


Early initiation of breastfeeding — Percentage of children 
born in the last 24 months who were put to the breast within 
one hour of birth. 


Exclusive breastfeeding (<6 months) — Percentage of 
infants 0-5 months of age who were fed exclusively with 
breastmilk during the previous day. 


es 


Continued breastfeeding (12-23 months) — Percentage of 
children 12-23 months of age who were fed with breastmilk 
during the previous day. 


Introduction of solid, semi-solid or soft foods (6-8 
months) — Percentage of infants 6-8 months of age who were 
fed with solid, semi-solid or soft food during the previous day. 


Minimum Diet Diversity (6-23 months) — Percentage of 
children 6-23 months of age who received foods from at least 5 
out of 8 defined food groups during the previous day. 


Minimum Meal Frequency (6-23 months) — Percentage of 
children 6-23 months of age who received solid, semi-solid, or 
soft foods (but also including milk feeds for non-breastfed 
children) the minimum number of times or more during the 
previous day. 


Minimum Acceptable Diet (6-23 months) — Percentage of 
children 6-23 months of age who received a minimum 
acceptable diet during the previous day. 


Zero vegetable or fruit consumption (6-23 months) — 


Percentage of children 6-23 months of age who did not 
consume any vegetables or fruits during the previous day. 


MAIN DATA SOURCES 


Low birthweight — Modelled estimates 


Infant and young child feeding (0-23 


from UNICEF and WHO. Last update: May 


2019. 


Unweighed at birth — Demographic and 


Health Surveys (DHS), Multiple Indicator 
Cluster Surveys (MICS), other national 
household surveys, data from routine 


reporting systems. Last update: June 
2019. 


NOTES 
Data not available. 


Data refer to years or periods other 
than those specified in the column 
heading. Such data are not included 
in the calculation of regional and 
global averages. Estimates from 
years prior to 2000 are not displayed. 


p Based on small denominators 


(typically 25-49 unweighted cases). 
No data based on fewer than 25 
unweighted cases are displayed. 


q_ Regional estimates for East Asia and 


Pacific exclude China, Latin America 
and the Caribbean exclude Brazil, 
Eastern Europe and Central Asia 
exclude the Russian Federation. 


months) — DHS, MICS and other national 
household surveys. Last update: June 


2019. 


r 


* 


Disaggregated data are from different 
sources than the data presented for 
all children for the same indicator. 


The estimate is based on partial data 
or the most recent survey, therefore 
modeled estimates are not shown 

or the individual country but have 
been used in regional and global 
estimates. 


Data refer to the most recent year 
available during the period specified 
in the column heading. 
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PRESCHOOL/SCHOOL AGE CHILDREN, WOMEN AND HOUSEHOLDS 


Malnutrition among preschool-aged children 


Malnutrition among 
school-aged children 


Malnutrition among 


(0-4 years of age) (5-19 years of age) women 
2013-2018* 2016 2016 
Vitamin A 
Stunted (%) Overweight | supplemen- Overweight | Underweight |Anaemia 15-49] Percentage of 
(moderate and severe) Wasted (%) (%) tation, full) Thinness (%) (%) 18+ years (%)| years (%) households 
Countries coverage consuming 
moderate and | moderate (%) thin and overweight BMI mild, moderate | iodized salt 
and areas all children | poorest 20% | richest 20% severe severe and severe 2017 severely thin | andobese | <18.5kg/m2 | andsevere | 2013-2018* 
Afghanistan 4 49 31 4 10 5 95 f 17 g 16 42 by 
Albania 11 17 9 1 "4 16 - 1 25 2 25 65 
Algeria 12 13% rie x 4 x Ziex - 6 ail 4 36 81 
Andorra - - - - - - - 1 36 14 - 
Angola 38 47 20 5 3 af 8 11 1 48 82 
Anguilla - - - - - - - - - - - - 
Antigua and Barbuda - - - - - - - 3 27 4 22 - 
Argentina 8 x - - <1 x 1X 10 x - 1 37 19 - 
Armenia 9 2 6 2 4 14 - 19 3 Za 99 
Australia 2 x - - <1 x <1 x 8 x - 1 34 2 9 - 
Austria - - - - - - - 2 Zi a 17 - 
Azerbaijan 18 28 16 3 14 41 fw 3 19 3 38 93 
Bahamas = = = = = = = sl 36 3 23 = 
Bahrain - - - - - - - 6 35 4 42 - 
Bangladesh 36 49 20 3 14 Z 99 f 18 9 22 40 68 
Barbados 8 8 x 3 x 2x 7x 12 x = 4 28 3 22 37 x 
Belarus 4 x Oex 2X iu 2 x 10 x - 22 23) 2 23 = 
Belgium - - - - - - - 1 24 2 16 - 
Belize 15 26 5 2 Uf - 3 29 3 2D 85 
Benin 32 46 18 5 2 99 f 7 11 9 47 85 
Bhutan 34 x AIX Alex 2 x 6 x 8 x =i 16 10 ib) 36 = 
Bolivia (Plurinational State of) 16 32 xr 9 xr 2 10 31 f 1 28 2 30 86 
Bosnia and Herzegovina 9 10 x 10 x 2x 2x 17 x = Z 4 2 28 = 
Botswana 31 x - - ax 7 x 11x 83 f 6 18 7 30 83 x 
Brazil LR - - <i] 8 ax 6 x - 3 28 3 27 98 x 
British Virgin Islands - - - - - - - - - - - - 
Brunei Darussalam 20 x - - <1 x 3 x Bex - 6 27 6 17 = 
Bulgaria 9 wx - - 1 wx 3 wx 14 wx - 2 29 2 26 92 xy 
Burkina Faso a 42 x0 19 xr 2 g 2 0 8 8 13 50 92 x 
Burundi 56 69 31 1 5 1 79 7 10 12 27 89 
Cabo Verde - - - - - - - i 12: 8 33 97 xy 
Cambodia 32 42 19 2 10 2 73 11 11 14 47 68 
Cameroon 32 42 14 5 7 g) 6 13 Zl 4 86 
Canada - - - - - 10 xy - 1 32 2 10 - 
Central African Republic 40 45 x 30 x 2 x 8 x 2x 0 8 11 13 46 84 x 
Chad 40 4 31 4 13 3 67 8 9 14 48 77 
Chile 2 - - - <1 9 - | 35 1 1 - 
China 8 - - x Z 9 - 3 29 6 26 96 by 
Colombia 13 x 19 x 6 x <| x fs 5x - 2 24 3 2 - 
Comoros 31 39 x 24 x 4 x 11 x 11 x 21 f 7 12 9 29 82 x 
Congo 21 30 14 3 8 6 a 7 11 12 52 91 
Cook Islands - - - - - - - <1 63 <l - - 
Costa Rica Bx - - = i ox - au 32 2 15 - 
Cote d'Ivoire 22 30 9 1 6 1 94 f 6 13 8 53 80 
Croatia - - - - - - - i 28 2) 27 - 
Cuba i x - - - 2 x - - 3 30 4 25 - 
Cyprus = = = = = = = i 33 a 2 - 
Czechia 3 x - - 1x 5 x 4x - 2 28 1 26 - 
ras People's Republic of 19 a = 1 3 2 90 f 5 3 8 30 a 
Democratic Republic of the Congo 43 49 23 3 8 4 1 f 9 10 14 4 82 
Denmark - - - - - - - 1 25) 3 16 - 
Djibouti 34 41 x 23 x 9 x 22 % 8 x -f 6 17 8 33 4x 
Dominica - - - - - - - él 33) 3 24 - 
Dominican Republic 7 12 4 Z 8 - 3 33 4 30 30 x 
Ecuador 24 a7 xe 14 xe 2 8 - 1 28 2 19 - 
Egypt 22 25 24 5 § 16 -f 3 37 1 29 93 
El Salvador 14 24 5 = Z 6 - Z 30 3 23 - 
Equatorial Guinea 26 x 28 x 19 x 2 x 3 x 10 x bet 8 11 10 44 57 x 
Eritrea 52 x 59 x 29° x A x 15x 2% — fz 8 11 i 38 86 x 
Estonia - - - - - - - 2 21 Z 26 - 
Eswatini 26 30 9 < 2 9 33 f 4 i 6 aT 90 
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Malnutrition among preschool-aged children 


Malnutrition among 
school-aged children 


Malnutrition among 


(0-4 years of age) (5-19 years of age) women 
2013-2018* 2016 2016 
Vitamin A 
Stunted (%) Overweight | supplemen- Overweight | Underweight | Anaemia 15-49 | Percentage of 
(moderate and severe) Wasted (%) (%) tation, full | Thinness (%) (%) 18+ years (%)| years (%) households 
Countries coverage consuming 
moderate and | moderate (%) thin and overweight BMI mild, moderate] iodized salt 
and areas all children | poorest 20% | richest 20% severe severe and severe 2017 severely thin | andobese | <18.5kg/m? | andsevere | 2013-2018* 
Ethiopia 38 45 26 3 10 3 77 10 9 15 23 86 
Fiji 8 x - - Le 6 5 x - 4 34 2 Sl - 
Finland - - - - - - - 1 27 1 16 - 
France = = = = = = = 1 30 3 18 = 
Gabon 17 31 x x 1x 3 8 x 0 6 16 7 59 89 x 
Gambia 25 29 15 4 11 3 22 7 12 10 58 69 
Georgia Wt x 22 % x ee 2 20 x - 3 20 3 27 >99 xy 
Germany 1x - - all x 1 Wx - 1 26 1 6 = 
Ghana 19 25 8 1 5 3 50 6 11 7 46 64 
Greece - - - - - - - 1 37; 1 6 - 
Grenada - - - - - - - 4 26 4 23 - 
Guatemala 47 66 17 <1 1 5 26 fw 1 29 2 6 88 x 
Guinea 32 39 18 3 8 4 64 7 10 1 51 723 
Guinea-Bissau 28 31 15 1 6 Z 95 7 11 9 44 26 
Guyana 11 20 2 6 5 - 5 25 5 32 43 
Haiti 22 34 g 1 4 3 17 4 28 6 46 8 
Holy See - - - - - - - - - - - - 
Honduras 23 A? x Sx <i x 1 5 x - 2 2 3 8 = 
Hungary - - - - - - - 2 28 2 26 - 
iceland = = = = = = = 1 28 Z 16 = 
ndia 38 51 22 8 21 z — fz 27 7 24 51 93 
ndonesia 36 48 29 7 14 12 62 i 10 15 12 29 92 by 
ran (Islamic Republic of) 7x - - 1x 4 - - 9 26 4 30 - 
raq 22 x 24% 21x ax 6 te - yi 32 3 29 68 
reland - - - - - - - < 3 1 15 - 
srael - - - - - - - 35) | 16 - 
taly - - - - - - - 37 | 7 - 
Jamaica 6 = = 1 4 8 = 2 30 4 23 - 
Japan 7x - - <1 x 2 2x - 2 4 10 22 on 
Jordan 8 14 x 2% 1x 2 5 x - 4 31 2 35 88 bxy 
azakhstan 8 10 6 1 3 9 - 2 20 4 31 94 
enya 26 36 14 1 4 4 44 8 11 10 ay 95 
iribati - - - - - - 37 < 55 1 26 - 
uwait 5 - - 1 a 6 xy - 4 42 1 24 - 
yrgyzstan 13 18 11 1 3 7 - 3 6 4 36 99 
Lao People's Democratic Republic 44 x 61 x 20 x 2 ys 6 ax 57 9 14 12 40 94 
Latvia - - - - - - - 2 22 2 25 - 
Lebanon 17 x - - ax 7 A x - 5 33 3 31 O5 x 
Lesotho 33 46 13 1 3 7 18 5 5 5 27 85 
Liberia 2 36 20 Zz 6 3 97 7 10 8 35 91 
Libya 21 x - - 3% 7 22 x - 6 33 Zz 33 69 x 
Liechtenstein - - - - - - - - - — - - 
Lithuania - - - - - - - 3 21 i 26 - 
Luxembourg - - - - - - - 1 26 Z 16 - 
Madagascar 49 39 47 | 8 1 87 7 1 15 37 68 x 
alawi 37 46 25 1 cg) 5 91 6 1 g 34 78 
alaysia 21 - - - 12 6 - I 27 7 25 28 xy 
aldives 19 x 22% 15x ax 11 6 x 69 14 rf S) 43 oF x 
ali 30 41 15 3 13 2 9 8 1 10 51 90 
alta - - - - - - - 1 37 1 16 - 
larshall Islands 35 44 20 1 4 4 - <1 59 1 27 - 
auritania 28 36 19 4 15 fl 0 8 13 8 37 8 
auritius - - - - - - - 7 5 7 25 - 
Mexico 10 16 i <1 2 5 - 2 35 2 15 - 
icronesia (Federated States of) - - - - - - - <1 51 2 23 - 
onaco - - - - - - - <1 <1 <1 - - 
Mongolia 7 14 3 <1 1 12 83 2 18 3 19 80 
ontenegro 9 @) 1 a 22, - 2. 25 2 25) - 
Montserrat - - - - - - - - - - - - 
Morocco Six 28 x ex. ex 2 AX 99 fw 6 2; 3 37 43 x 
ozambique 43 x 51 x 24 x 2x 6 8 x 61 4 13 10 51 42 x 
yanmar 29 38 16 1 a 2 89 13 12 14 46 81 
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Malnutrition among preschool-aged children 


Malnutrition among 
school-aged children 


Malnutrition among 


(0-4 years of age) (5-19 years of age) women 
2013-2018* 2016 2016 
Vitamin A 
Stunted (%) Overweight | supplemen- Overweight | Underweight |Anaemia 15-49] Percentage of 
(moderate and severe) Wasted (%) (%) tation, full) Thinness (%) (%) 18+ years (%)| years (%) households 
Countries coverage consuming 
moderate and | moderate (%) thin and overweight BMI mild, moderate | iodized salt 
and areas all children | poorest 20% | richest 20% severe severe and severe 2017 severely thin | andobese | <18.5kg/m2 | andsevere | 2013-2018* 
Namibia 23 31 9 3 7 4 27 8 15 9 23 74 
Nauru 24 x 52 x hex lex x nx - <1 65 ll - - 
Nepal 36 48 18 2 10 1 81 16 8 17 35 94 
Netherlands - - - - - - - 1 25 2 16 - 
New Zealand - - - - - - - <1 40 2 12 - 
Nicaragua 7 Shy 6 x lex Dax a} - 2 2g) 3 16 - 
Niger 4 47 xr 35. xr 2 10 1 53 10 8 13 49 59 
Nigeria 44 63 18 3 A Zz 83 10 8 10 50 93 x 
Niue - - - - - - - <1 59 1 - - 
North Macedonia By i x 2 Xs lex 2 x 29x - 2 26 Z 23 - 
Norway - - - - - - - 1 27 2 15 - 
Oman 14 - - 2 8 4 - 7 32 5 38 88 
Pakistan 38 56 22 2 7 3 92 f 19 10 15 52 69 xy 
Palau - - - - - - - <1 64 1 - - 
Panama 19 x - - <1 x 1 x 10 x - 2 29 3 23 - 
Papua New Guinea 49 x - - 6 x 14 x 14 x -f 1 32; 3 oh 60 x 
Paraguay 6 12 1 <1 1 12 - 2 28 3 23 93 x 
Peru 13 29 5 <i 1 8 - 1 vA 2 18 89 
Philippines 33 49 15 2 x 7 4 -f 10 13 14 16 52 y 
Poland 3 - - - - - - 2 26 Z 26 - 
Portugal - - - - - - - 1 32 1 18 - 
Qatar - - - - - - - 5 39 2 28 - 
Republic of Korea 3 x - - <1 x 1x 1x - 1 27 5 23 - 
Republic of Moldova 6 11 x ax Kil 2 Dax by - a 18 Z De Lefe} 53 
Romania 13 x - - X 4 x 8 x - 3 25 2 27 - 
Russian Federation - - - - - - - 2 21 2, 23 - 
Rwanda 37 w 49 21 <1 w 2 w 6 98 f 6 11 8 22 90 
Saint Kitts and Nevis - - - - - - - 4 28 3 - - 
Saint Lucia 2 5 x — xp x A x 6 x - 4 23 4 22 75 x 
Saint Vincent and the Grenadines - - - - - - - él 29 4 25 - 
Samoa 5 6 3 4 5 - <1 53 1 31 96 
San Marino - — - - - - - <1 <1 <1 - - 
Sao Tome and Principe 17 25 7 4 2 23 f 5 13 8 46 91 
Saudi Arabia 9 x - - 5 x 12% 6 x - 8 36 3 43 70 xy 
Senegal 17 27 6 9 1 58 f 9 10 11 50 62 
Serbia 6 14 4 4 14 - 2 as Z Va) - 
Seychelles 8 - - x 4 x 10 x - 6 23 5 22 - 
Sierra Leone 38 42 29 4 | g 98 Tf 7 11 10 48 85 
Singapore 4 x - - x 4 x 3x - 2 22 8 22 - 
Slovakia - - - - - - - 1 23 2 V2) - 
Slovenia - - - - - - - i 27 2 24 - 
Solomon Islands 32 oi 25) 4 8 5 = 1 28) 2 39 88 
Somalia 25 x 52 x 25 x BX 15 x 3x 11 f 7 13 10 44 7x 
South Africa 27 36 13 2 13 Att 5 25 3 26 91 
South Sudan 31 x 31 x 27 x 12 x 24 x 6 x St # <l <l <i 34 60 x 
Spain = = = = = = = 1 34 1 17 - 
Sri Lanka 17 25 12 3 15 2 93 f 15 13 13 33 95 y 
State of Palestine 7 i 6 <1 1 8 - - - - - 88 
Sudan 38 44 21 5 17 3 20 f <1 <l <i 31 34 
Suriname 9 x 13: x B x 2% 6 x Ax - 4 31 3 24 - 
Sweden - - - - - - - 1 24 2 15 - 
Switzerland - - - - - - - <1 22 2 18 - 
Syrian Arab Republic 28 x 33 x 22 x 5 x 12 x 18 x 91 f 6 28 3 34 65 x 
ajikistan 18 22 17 2 6 3 - 4 15 5 31 91 
Thailand 11 13 12 1 8 - 8 22 8 32 85 
Timor-Leste 51 59 39 2 11 1 66 f 1 13 19 4 83 
ogo 28 33 1 1 7 2 87 f 6 10 9 49 77 
okelau - - - - - - - — - - - - 
Tonga 8 7x 10 x 2x 5 x 17 x - <1 58 <1 21 - 
rinidad and Tobago Q x 9 x Sie DX 6 x Mex - 6 25 3 24 63 x 
unisia 10 16 x 8 x 2 x 3 x 14 x - 7 25 3 31 - 
urkey 10 19 5 <i 2 11 - 5 30 2 mt 85 x 
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Malnutrition among 
Malnutrition among preschool-aged children school-aged children Malnutrition among 
(0-4 years of age) (5-19 years of age) women 
2013-2018* 2016 2016 
Vitamin A 
Stunted (%) Overweight | supplemen- Overweight | Underweight | Anaemia 15-49 | Percentage of 
(moderate and severe) Wasted (%) (%) tation, full | Thinness (%) (%) 18+ years (%)| years (%) households 
Countries coverage consuming 
moderate and | moderate (%) thin and overweight BMI mild, moderate] iodized salt 
and areas all children | poorest 20% | richest 20% severe severe and severe 2017 severely thin | andobese | <18.5kg/m? | andsevere | 2013-2018* 
Turkmenistan 11 16 11 1 4 6 -f 3 18 4 33 >99 
Turks and Caicos Islands - - - - - - - - - - - - 
uvalu 10 x 8 x 13 x 1 x 3 x 6 x - <1 58 1 - - 
Uganda 29 32 17 1 3 4 ZAR i 6 10 10 29 91 
Ukraine 23 x - - 4x 8 x 27 x - 2 21 2 24 36 x 
United Arab Emirates = = = = = = = 5 36 3 28 - 
United Kingdom - - - - - - - 1 31 2 15 - 
United Republic of Tanzania 34 40 19 1 5 4 87 7 2 10 37 76 
United States 4 - - <1 x <1 9 - 1 42 2 13 - 
Uruguay lex - - lex clisx TX - rz. 33 1 21 = 
Uzbekistan 20 x 21 x 16 x 2x 4x 12 x 99 3 7 4 36 82 x 
Vanuatu 29 39 16 1 4 5 - 2 31 a 24 63 
Venezuela (Bolivarian Republic of) 13 x - - - 4x 6 x - 2 34 2 24 - 
Viet Nam 25 41 xr 6 xr 6 5 99 fw 14 0 18 24 Gil x 
Yemen 46 59 26 16 2 - 14 20 9 70 49 
Zambia 40 47 28 2 6 6 99 6 3 9 34 88 
Zimbabwe 27 33 7 3 6 43 6 5 6 29 93 
SUMMARY 
East Asia and Pacific 8 44 q 22 q 3 6 74 6 23 8 Zl 92 
Europe and Central Asia 7 = a = = = 2 26 2 23 - 
Ae Europe and Central gue 18 q 8 q , Oe 15 e = 3 3 2 28 2 
Western Europe - - - - - - 1 30 2 18 - 
Latin America and Caribbean 9 24 q 7 q Kg 1 7 - Z. 30 3 22 - 
Middle East and North Africa 15 - - 3 8 11 - 6 31 3 34 - 
North America 3d - - <li <i d 9d - 1 4 2 13 = 
South Asia 34 51 22 5 15 3 66 25 8 23 50 89 
Sub-Saharan Africa 33 46 20 Zz 8 4 55 7 10 10 39 80 
Eastern and Southern Africa 34 42 22 2 6 4 57 7 11 9 31 82 
West and Central Africa 34 50 18 2 6 4 53 g 10 10 48 76 
Least developed countries 32 45 22 2 8 4 58 10 10 14 40 74 
World | 22 45 20 2 7 6 62 11 18 9 33 88 
For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
It is not advisable to compare data from consecutive editions of The State of the World's Children. 
DEFINITIONS OF THE INDICATORS MAIN DATA SOURCES NOTES 
Stunting (preschoolers) — Thinness (school-age children) Stunting, overweight, wasting — Data not available. d_ For stunting, wasting and severe w_ Reduced age range. For vitamin A sup- 
Moderate and severe: Percentage of © — Percentage of children aged 5-19 and severe wasting (preschool a Full coverage with vitamin A wasting estimates, the Northern plementation, this identifies countries 


children aged 0-59 months who are 
below minus two standard 

deviations from median 
height-for-age of the WHO Child 
Growth Standards. 


Wasting (preschoolers) — 
Moderate and severe: Percentage of 
children aged 0-59 months who are 
below minus two standard 
deviations from median 
weight-for-height of the WHO Child 
Growth Standards. 


Wasting (preschoolers) — Severe: 
Percentage of children aged 0-59 
months who are below minus three 
standard deviations from median 
weight-for-height of the WHO Child 
Growth Standards. 


Overweight (preschoolers) — 
Moderate and severe: Percentage of 
children aged 0-59 months who are 
above two standard deviations from 
median weight-for-height of the 
WHO Child Growth Standards 
(includes severe overweight). 


Vitamin A supplementation, full 
coverage — The estimated 
percentage of children aged 6-59 
months reached with 2 doses of 
vitamin A supplements 
approximately 4-6 months apart ina 
given calendar year. 


years with BMI <-2 SD of the 
median according to the WHO 
growth reference for school-age 
children and adolescents. 


Overweight (school-age 
children) — Percentage of children 
aged 5-19 years with BMI >1 SD 
of the median according to the WHO 
growth reference for school-age 
children and adolescents. 


Underweight (women 18+) — 
Percentage of women 18+ years of 
age with a body mass index (BMI) 
less than 18.5 kg/m?. 


Anaemia (women 15-49 years) 
— Percentage of women aged 15-49 
years with a haemoglobin 
concentration less than 120 g/L for 
non-pregnant women and lactating 
women, and less than 110 g/L for 
pregnant women, adjusted for 
altitude and smoking. 


Households consuming salt with 
iodine — Percentage of households 
consuming salt with any iodine (>0 
ppm). 


children) — DHS, MICS, and other 
national household surveys. Last 
update: March 2019. 


Vitamin A supplementation — 
UNICEF. Last Update: February 
2019. 


Thinness and overweight 
(school-age children), and 
underweight (women 18+) 

— NCD Risk Factor Collaboration 
(NCD-RisC), based on Worldwide b 
trends in body mass index, 
underweight, overweight and 
obesity from 1975 to 2016: a 
pooled analysis of 2416 
population-based measurement 
studies in 128.9 million children, 
adolescents, and adults. The 
Lancet 2017, 390 (10113): 
2627-2642. Last update: August 
2019. 


Underweight (women 18+) 
— Global Health Observatory, WHO. 
Last update: August 2019. 


Anaemia (women 15-49 years) 
— Global Health Observatory, WHO. 
Last update: August 2019. 


lodized salt consumption — DHS, 
MICS, other national household 
surveys, and school-based surveys. 
Last update: June 2019. 


supplements is reported as the lower 
percentage of 2 annual coverage 

points (i.e., lower point between 

semester 1 (January—June) and 

semester 2 (July-December) of 2017. 

Data are only presented for VAS priori- e 
ty countries; thus aggregates are only 
based on and representative of these 
priority countries. 


Cannot be confirmed whether the 
reported value includes households 
without salt or not. 


Global and regional averages for 

stunting (moderate and severe), over- 
weight (moderate and severe), wasting 
(moderate and severe) and wasting 
(severe) are estimated using statistical 
modelling data from the UNICEF- p 
WHO-World Bank Group Joint Child 
Malnutrition Estimates, March 2019 
Edition. For more information see 
<data.unicef.org/malnutrition>. Dis- q 
aggregations for stunting (moderate 
and severe) are population-weighted, 
which means using the most recent 
estimate for each country with data 
between 2013 and 2018; therefore 
disaggregations may not coincide 
with total estimates at the global and 
regional level presented in this table. 


America regional average is based 
only on United States data; the 
Australia and New Zealand regional 
estimates for stunting and overweight 
are based only on Australian data. 


Consecutive low population coverage, 
interpret with caution. 


identifies countries which are desig- 
nated ‘priority’. Priority countries for 
national vitamin A supplementation 
programmes are identified as those 
having high under-five mortality rates 
over 70 per 1,000 live births), and/ 
or evidence of vitamin A deficiency 
among this age group, and/or a 
history of vitamin A supplementation 
programmes. 


Based on small denominators (typical- 
y 25-49 unweighted cases). No data 
ased on fewer than 25 unweighted 
cases are displayed. 


Regional estimates for East Asia and 
Pacific exclude China, Latin America 
and the Caribbean exclude Brazil, 
Eastern Europe and Central Asia 
exclude the Russian Federation. 


Disaggregated data are from different 
sources than the data presented for all 
children for the same indicator. 


with national vitamin A supplementa- 
tion programmes targeted towards a 
reduced age range. Coverage figure is 
reported as targeted. 


Data refer to years or periods other 
than those specified in the column 
heading. Such data are not included in 
the calculation of regional and global 
averages. Estimates from data years 
prior to 2000 are not displayed. 


Data differ from the standard defini- 
tion or refer to only part of a country. 
f they fall within the noted reference 
period, such data are included in the 
calculation of regional and global 
averages. 


dentifies countries for which the 
national estimate is not displayed but 
‘or which the national estimate has 
been used for regional and all priority 
country estimates. 


Data refer to the most recent year 
available during the period specified in 
the column heading. 
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TABLE 9. EARLY CHILDHOOD DEVELOPMENT 


‘ , F : , Early Learning materials at home 
Attendance in early childhood Early stimulation and responsive care | stimulation 2010-2018" 

education by adultst and Children with inadequate supervision 

2010-2018* 2010-2018* responsive Children’s books Playthings* 2010-2018* 
Countries poorest | richest poorest | richest raided poorest | richest poorest | richest poorest | richest 
and areas total | male |female| 20% 20% | total | male [female] 20% | 20% | 2010-2018*| total | 20% 20% total 20% 20% | total | male |female| 20% 20% 
Afghanistan 1 i 1 0 4 ie 74 73 a 80 62 y 2 1 5 53 o2 57 40 42 39 43 on 
Albania 73° «| 73 73 62 | 88 |78 75 80 8657 88 14 32 | 16 x | 62x | 58x 57 x | 48 x 7° 7 6 9 | 3 
Algeria 17 i 16 ih 31 78 a 78 64 a2 iy \alil eI 23 Ris) 32 36 6 6 5 6 6 
Andorra = = 7 Pi ae 7 ale S = = - 7 ale 7 2 [eo | = |) 
Angola - - - - - - - - - - - - - - - - - - - - - - 
Anguilla - 0 = - - | - J- - - | - - - - - - - - - - - - - - 
Antigua and Barbuda - - - - - - - - - - - - - - - - - - - - - - 
Argentina 63 «61 66 46 85 84 83 8 =o 05 57 y 61 40 83 61 | 58 63 8 9 8 10 | 5 
Armenia - - - - - - - - - - - - - - - - - - - - - - 
Australia al z - | - 7 - - = 7 - - - - a) > 2 - - | - = || os 
Austria - - - - - - - - - - - - - - - - - - - - - - 
Azerbaijan - = - - - - - - - - - - - - - - = - - - 
Bahamas - - - - - - - - - - - - ~ - - - - - - - - - 
Bahrain - | - - - | - [= - - - - - - - - - - - - | - | - - 
Bangladesh 13 13 14 12 18 78 78 78 64 94 10 9 Z 23 60 57 60 12 11 12 14 12 
Barbados 90 88 91 90 p 97 p 97 97 97 =©100 p 100 p) «46 y~— 85 83 89 76 OBB 77 1 | 2 | 1 0 3 
Belarus 88 86 89 75 91 96 94 97 90 og by | o2 83 96 79 a ic) 4 4 4 4 5 
Belgium - | - - - | - Jf- - - - - - - - - - | = - - | - - - = 
Belize 55 52 58 29 72 88 89 86 80 94 24 44 23 73 68 70 66 13 15 At 15 11 
Benin 19 y 18 y| 20 y 5y 49 y 39 y 39 y 39 y 32 y 56 y 4y 2y Oy 7 y 55 y 39 y Wy 22y 2y 30 y 36 y 22 y 
Bhutan 10 10 10 3 27 54 52 By 40 73 51 y 6 1 24 52 36 60 14 13 15 17 di 
Bolivia (Plurinational 7 7 i 9 a = _ - 2 : a : _ _ = ie _ _ _ 
State of) | | | | 
ae 13 | 12 | 14 2 | 31 |95 |95 |96 87 | 100 76 y 56 39 73 56 58 60 DR |e |e 3 1 
Botswana 18 x = = = - z 2 = S - 2 = - = = S = a |= a Bei) se 
Brazil 70 y| - - - - - - - - - - - - - - - - - - - = = 
British Virgin Islands) - = - - = = |= - - 7 = - - - = = |-5 7 a | = = = || se 
Brunei Darussalam - - - - - - - - - - - - - - - - - - - - = = 
Bulgaria - - 7 a eee 7 - - - - - - - - | - - - a. |\ = = | ie 
Burkina Faso Se Sew) sly WAL se Webel ge TZ Xs 26 5x 24 xy - - - - - - - - - - - 
Burundi Ty Ty  7y 1y 31y 58y 5By 59 y S5By 67 y 3 y Oy Oy Oy |} 35y 29 y 52y 42 y 42y 42 y) 43 y 30 y 
Cabo Verde - - - - - - - - - - - - - - - - - - - - = = 
Cambodia iy Wy Wy 7y By Sy 57 y Gy 4y 3y By 4y, Ty) 2y) 34y Wy 5By Wy Wy Wy By Ay 
Cameroon 28 27 29 2 66 44 45 44 50 52 4 4 0 ig 53 47 65 34 34 35 5 23 
Canada 7 7 7 - | - |- - = | 7 - - - 7 = | = 7 - | - | - 2 oe 
ee 5 | 5 | 6 a 70 | 78 aay | 4 0 3 49 rf 51 61 60 62 58 60 
Chad 3y 3y 3y Ty Ny Ay lazy ay) 4ty Sty Ty ty) ty) 2y ay By By 47 y By 45 y 43 y 46 y 
Chile - - - - - - - - - - - - - - - - - - - - - - 
China 2. '| le = - - - - - = = - 7 - - - | - - = - 7 = 
Colombia 37 y| - - - = - = = - = = - - - - = = = = - = = 
Comoros - - - - - |- - - | - - - - - - - | = - - | - - - = 
Congo 36 36 37 7 77 5g 59 58 47 77 6 3 0 10 51 42 bl 42 42 4) 54 30 
Cook Islands - - - - = = - - - - - - - - - - - | = - - | - 
Costa Rica 18 17 18 8 40 68 69 66 54 88 BZ yak 13 70 rk 68 74 4 4 4 6 
Céte d'Ivoire 14 14 15 2 | 51 29 29 29 18 61 5 1 7 45 | 35 53 20 20 19 20—s«18 
Croatia 83 y) 74 y|/ 8 y) - - - - - - - - - - - - - - - - - - - 
Cuba 76 =| 75 77 - | - [89 89 90 = - 18 48 - - 78 - - 4/4 | 4 - = 
Cyprus - - - - - - - - - - - - - - - - - - - - - - 
Czechia - - - - - - - - - - - - - - fo - - - = - - - 
eae 7a |73 [73 | - | - [95 y |o¢y {95 y 2 y 50 = - | 59 E Se Slater olete igs || salle 
eae a Ty Ty Ty ly Wy S2y Sy Wy My By 3y Ty Oy 2y Wy Wy Ay Ay Dy Wy Sy Wy 
Denmark - - - - - - - - - - - - - - - - - - - - - - 
Djibouti 4x 12x 1x -  - 37 y 38 y 35 y - - 28 y |15 x - - 4x - - 8 68 8 a || os 
Dominica - - - - - - - - - - - - - - - - - - - - - - 
Dominican Republic 40 39 40 16 472 = ~« 58 58 59 38 73 6 10 2 28 57 57 58 5 5 5 7 | 3 
Ecuador - - - - - - - - - - - - - - - - - - - - - - 
Egypt 47 y 48 y 47 y 34y SOy. - - - - - : 7 - - | = 4 4 4 7 | 2 
El Salvador 25 24 26 19 44 59 57 62 45 78 8 18 6 44 62 62 58 4 4 a) 4 4 
Equatorial Guinea 7 = - = |= [is - i= || 7 - - - - - - - = = [is |e 
Eritrea - - - - - - - - - - - - - - - - - - - - - = 
Estonia 7 = - - - |- = - - = - - - 7 - - 7 = | = |re = || “4 
Eswatini 30 26 33 28 48 39 33 44 25 i) 2 6 2 19 67 56 78 17 16 ly 18 15 
Ethiopia - = a = |-s |e - - 7 7 = = - 7 7 - 2 = - - St oe 
Fiji - - - - - - - - - - - - - - - - - - - - - - 
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; . : F : Early Learning materials at home 
Attendance in early childhood Early stimulation and responsive care | stimulation 2010-2018" 
education by adults* and Children with inadequate supervision 
2010-2018* 2010-2018* responsive Children’s books Playthings* 2010-2018* 

Countries poorest | richest poorest | richest petal poorest | richest poorest | richest poorest | richest 
and areas total | male |female| 20% 20% | total | male [female] 20% | 20% | 2010-2018*| total 20% 20% total 20% 20% | total | male |female| 20% 20% 
Finland = |< / = = fo. [eo fee f= -] sal = = |= = [= | = Ps 7 = | 2 [o- = ~ 
France - - - - - - - - - - - - - - - - - - - - - - 
Gabon - - - - - - - - - - - - = - - - - - - - - 
Gambia 18 17 19 12 32 48 4g 47 50 5D 21 y | 0 4 42 28 50 | 22 19 25 18 
Georgia 62 y - - - - 83 82 84 85 82 35 y 58 y 40 y 74 y 38 x 41 x 4 x 6y 6y 7y 6 y 8 y 
Germany - - - - - - - - - - - - - - - - - - - - - - 
Ghana 68 65 72 42 97 40 38 42 23 78 30 y 6 1 23 4 31 51 21 21 21 27 15 
Greece - - - - - - - - - - - - - - - - - - - - - - 
Grenada S = 5 = =. |= |e - = |= 7 - = |= z 7 - = - = - 7 
Guatemala - - - - - - - - = | = - - - - - - - - - - - - 
Guinea 9 9 9 3 32 31 33 30 22 51 4 0 0 1 32 17 54 34 36 33 38 36 
Guinea-Bissau 13 (3 14 3 46 34 4 28 33 51 0 i 0 8 31 24 46 31 31 31 27 38 
Guyana 61 63 59 45 76 87 85 90 82 94 16 47 25 76 69 65 70 5 5 5 10 | 
Haiti 63)y 163) y)) 63 y |) Sil yi) 843) 54s y 525 y |) Sry: 34 y| 79 y iy 8 y ly 20 y 48 y 33) Y. Gi Wy || CN ZS) yn) 22 We) kay || ay 
Holy See - - - - - - - - - - - - - - - - - - - - - - 
Honduras ig 7 21 13 28 ok) 38 39) 20 64 17 11 1 34 78 74 81 4 5 4 8 Z 
Hungary - - - - - - - - | = - - - - - - - - - - - - 
Iceland - - - =a) ee - - - a - - - - - - - - - - - - 
India - - - - | = - - - J = - - - - | = - - - - - - - - 
ndonesia / 16 18 - - - - - - - - - - - - - - - - - - - 
vantsiamicRepublic og y tay @y - = My By Wy - = By By - = My = = By By By = = 
raq 2 2 a 1 5 44y 44y 45 y  31y) 53 y 10 y a 1 LB) 47 52 43 10 10 10 12 12 
reland - - - - - - - - - - - - - - - - - - - - - - 
srael - - - - - - - - - - - - - - - - - - - - - - 
Italy - - - - - - - - - - - - - - - - - - - - - - 
Jamaica 92 92 91 88 = 100 88 86 90 76 86 28 y | 55 34 73 61 64 56 2 2 2 2 1 
Japan - - - - - - - - - - - - - - - - - - - - - - 
Jordan 13 y| 12 y| 14 y | ce iy E27 ee we Sh wy |) eS iy) Ey sy 32 y 16 y Gy | see | TA iy 69 y 66 y | 16 y| 17 y| 16 y| 16 y|) 21 y 
azakhstan 55 53 58 45 70 86 84 87 8395 7 51 3 6=6| 7300] BO C|SCB 61 5 4 6 8 3 
Kenya - - - - - - - - - - - - - - - - - - - - - - 
iribati - 0 = - - - - = - - = - - - - - - - - - - - - 
Kuwait - - - - - = |= - - - - - a - - - - - - - - 
Kyrgyzstan 23 23 23 12 50 72 74 70 63 73 3 27 15 54 59 63 54 5 5 4 6 5 
ean 32. |30 |34 | 13 | 69 |30y/2y|30y| 21y| 49y| 7y | 4 0 18 61 51 63/12 |13 |12 | 17 6 
Latvia - - - - - - - - - - - - - - - - - - - - - - 
Lebanon 62) x || 63) x) 60) x - = 56 xy 58 xy 54 xy - - AEX (20x - - 16 xy - - ae) 8%) 10 - - 
Lesotho - - - - - - - - - - - - - - - - - - - - - - 
Liberia - - - - - - - - - - - - - - - - - - - - - - 
Libya - - - - - - - - - - - - - - - - - - - - - - 
Liechtenstein - - - - - - - - - - - - - - - - - - - - - - 
Lithuania - - - - - - - - - - - - - - - - - - - - - - 
Luxembourg - - - - - - - - - - - - - - - - - - - - - - 
Madagascar = - - a - ae ies - - = - - = a - 7 = - 7 - 7 
Malawi ch) 37 41 26 67 7) 29 30 22 44 3 | 0 6 45 35 66 37 37 37 89) 28 
Malaysia 53 52 55 - - 25 25 24 - - - 56 - - 62 - - 3 3 3 - - 
Maldives IO 4) W899) IS ¥) 68 y | 62 py 96 y S64 SF v | Bry) = 4 |S ¥ | BO y | Wy | 4a ¥ 50 y 304 | 12-¥| 1 y) 4 4) Wy) Bey 
ali 5 6 5 1 21 55 55 55 53 65 5 0 0 2 52 42 70 32 32 32 31 27 
alta - - - - - - - - - - - - - - - - - - - - - - 
arshall Islands 5 5 5 4 11 72 72 73 71 83 2 19 3 44 71 61 82 9 8 10 10 

auritania 12 12 12 3 30 44 46 42 30 65 5 1 0 3 33 24 52) 34 35) 34 39 26 
auritius - - - - - - - - - - - - - - - - - - - - - - 
Mexico 60 58 62 58 71 76 71 80 62 94 14 35) 15 64 76 74 85 5 5 8 8 
icronesia _ = _ _ = Se _ _ _ a . _ _ _ _ 7 _ 7 : 2 = _ 
(Federated States of) 

lonaco - - - - - - - - - - - - - - - - - - ~ - - - 
Mongolia 68 68 68 36 90 55 55 55 38 71 10 33 13 57 56 57 58 10 9 11 15 8 
Montenegro 40 39 42 if 66 98 97 99 93 98 45 73 48 87 60 61 66 a 3 & 
Montserrat - - - - - - - - - - - - - - - - - - - - - - 
Morocco SOR xe oorexe alex Clexe| Can OOM ya OOM Vallrobay, 2Bay ie aTany, 65 y 21 xy 9 xy| 52 xy| 14 xy} 19 xy G3) 7 - - - - 
Mozambique - - - - - 47x 45 x 48x 48 x 50 x 20 xy | 3 x 2x | 10 x - - - 33 x 33 x 32 x 
Myanmar DB RY 22 sVae25e yi ii yale42 Vet S 2 Sieve SSe yell ec Aili velme7 ory, 6 y By ly SRY 72 y 64 y TORY ea Sya A SValSisvelmeciiay 5 y 
Namibia - - - - - - - - - - - - - - - - - - - - - - 
Nauru - - - - - - - - - - - - - - - - - - - - - - 
Nepal 51 52 49 4 84 67 70 64 51 90 10 5 1 | 16 | 59 60 60 21 20 21 30 12 
Netherlands - - - - - - - - - - - - - - - - - - | - - - - 
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; , ; : Early Learning materials at home 
Attendance in early childhood Early stimulation and responsive care | stimulation 2010-2018" 

education by adults* and Children with inadequate supervision 

2010-2018* 2010-2018* responsive Children’s books Playthings* 2010-2018* 
Countries poorest | richest poorest | richest rida poorest | richest poorest | richest poorest | richest 
and areas total | male |female| 20% 20% | total | male [female] 20% | 20% | 2010-2018*| total | 20% 20% total 20% 20% | total | male |female| 20% 20% 
New Zealand pe ee - = [= [=| = |S] Sf Ss] - | = - = = fos | = - 
Nicaragua - - - - - - - - - - - - - - - - - - - - - - 
Niger - - - - - - |- f= - - - - - - - - - - - - - - 
Nigeria 36 36 35 8 78 63 62 63 46 87 11 6 0 19 46 38 60 32 32 ol 31 30 
Niue - - - - - - - - - - - - - - - - - - - - - - 
North Macedonia 35 - - - - 92 92 91 81 96 i oe 18 81 71 70 i 5 5 5 11 1 
Norway - - - - - - - - - - - - - - - - - - - - - - 
Oman 29 28 31 81 78 84 - - 22 25 - - 75 - - 45 44 45 - - 
Pakistan 7 - - - - 7 = - = | = || « - - - - S 7 - - - - = 
Palau - - - - - - - - - - ~ - - - - - - - - - - - 
Panama 37 38 35 28 6774 73 74 55 89 45 y 26 7 59 69 67 68 a 3 2 6 1 
Papua New Guinea - - - - - - - - - - - - - - - - - - - - - - 
Paraguay 31 30 32 10 61 64 62 65 40 90 Ty |23 3 61 60 55 65 3 2 3 4 2 
Peru 77 y|\ 76 y|79 y| 70 y) Sy | - - - - - - - - - - - - - - - - - 
Philippines - - - - - = |= js - - - - - - - - - - - - - - 
Poland - - - - - - - - - - - - - - - - - - - - - - 
Portugal - - - - - - 0 - - - - - - - - - - - - - - - - 
Qatar 41 4] 4] - - 88 89 88 - - 85 y 40 - - Bo - - 2 12 11 - - 
Republic of Korea - - - - - - - - - - - - - - - - - - - - - - 
Republic of Moldova 71 74 67 50 88 89 86 92 81 $5 47 y 68 23 87 68 ie 69 6 6 6 9 a 
Romania 82 y 82 y 83 y - - - - - - - - - - - - - - - - - - - 
Russian Federation - - - - - - - - - - - - - ~ - - ~ - - - - - 
Rwanda 13. y) 12 y 14 y 3y 45 y 44y 43 y 45 y 32 y By 2y ly Oy 3y |) 30y 21 y Ny 3 y 35 y 35 y 38y  21y 
Saint Kitts and Nevis, - - = | = - - = |e - - - | = - - - - = | = - - - - 
Saint Lucia 85 87 B40 - 93 /89 96 - | = 50 y = 68 - | - 59 - - 5 5 5 - - 
Saint Vincent and A i FZ a 5 y 5 f a az _ SB y 7 Ss 5 af iS ie a n x 
the Grenadines 
Samoa - - - - - - - - - - - - - - - - - - - - - - 
San Marino - - - - - - - - - - - - - - - - - - - - - - 
ae an 2 48 (74 3 6 1 20 65 65 a a 8 
Saudi Arabia - - - - - - - - - - - - - - - - - - - - - - 
Senegal 24 y 23 y 26 y 5y 56y 2y 2y i 31y 21y 44y ly ly Oy 4y  2y 13 y 31 y 2By 2y 2y 33 y 4 y 
Serbia 50 52 49 i] 82 96 95 96 87 98 or 72 44 83 75 78 76 1 2 1 3 2 
Seychelles - - - - - - - - - - - - - - - - - - - - - - 
Sierra Leone 12 11 12 1 4 (Sy Ay ET se |e yy) ail 5 y 2 0 9 4) 27 66 30 30 30 32 25 
Singapore - - - - - - - - - - - - - - - - - - - - - - 
Slovakia - - - - - - - - - - - - - - - - - - - - - - 
Slovenia - - - - - - = - - - - - - - - - - - - - - - 
Solomon Islands - - - - - - - - - - - - - - - - - - - - - - 
Somalia 2x) 2x} 2x 1x 6x 79x 80x 79 x) 76x) 85 x 48 xy 9 - - - - - - - - - - - 
South Africa 48 yy - - - - - - - - - - - - - - - - - - - - - 
South Sudan 6 6 6 2 13 - - - - - - - - - - - - - - - - - 
Spain - - - - - - - - - - - |= - - - - - - - - - - 
Sri Lanka - - - - - - - - - - - os - - - - - - - - - - 
State of Palestine 26 ae 26 21 38 78 77 78 69 87 17 20 13 31 69 64 72 14 14 15 15 12 
Sudan 22 22 23 L 59 - - - - - - 2 0 7 46 36 55 - - - - - 
Suriname 34 2s 35 16 63 fs 71 75 56 91 26 y |25 4 61 59 61 60 7 7 7 8) 8 
Sweden - - - - - - - - - - - - - - - - - - - - - - 
Switzerland - - - - - - - - - - - - - - - - - - - - - - 
Syrian Arab Republic 8 x 8x 7x 4x 18x 70x 70x 69x 52x 84 x 62 xy |30 x 12x 53x 62x 52 Xx 51 x | 17 x} 17 x) 17 x} 22 x) 16 x 
ajikistan 6 - - - - TER SE | TRY TE 56 x| 86 x 23x Viniiaex AK 33) x 46 x 43 x Ae || 1S} el) sh el) 2 eel] GIB) oe] Al 
hailand 85 84 85 86 84 93 93 92 87 98 34 41 23 13 76 81 67 Z 6 6 8 3 
imor-Leste 14> y) 135 yi) 16 sy: Os Gaya Oly 83 sys 7Siey TZ OO RY: 15 y 4y Dey Oey 40 y tap Si Gl ye e295 y 229 yi) 30) yi) 33h ya) 26 
ogo 26 y 26y 26y 15 y 52 y 26 y 26 y 26 y 22 y 44 y 3 y ly Oy 3 y 34 y 22 y 48 y 2y 2y 33 y 36 y  2y 
okelau - - - - - - - - - - - - - - - - - - - - - - 
onga - - - - - - - - - - - - - - - - - - - - - - 
rinidad and Tobago == 85 85 84 ie 35 96 95 96 94 = 100 wey is 63 93 76 15 82 2 2 1 1 
unisia 44 42 47 13 81 vA) 68 74 44 90 Ti y (18 3 40 be 46 56 13 13 14 18 9 
urkey - - - - - - - - - - - - - - - - - - - - - - 
urkmenistan 43 43 43,0 «17 81 94 94 95 92 «98 15 48 30 66 53 59 56 1 0 1 1 
urks and Caicos _ . - _ a hg 7 5 a = a _ = a = 7 = e _ a a _ 
islands 
uvalu - - - - - - - - - - - - - - - - - - - - - - 
Uganda 37 y| 34 y| 39 y) 15 y| G6 y |53 y |51 y |55 y | 38 y| 74 y Sy. 2y Oy 8y | 50 y Se) We || Ee |) S| a Sr) aa Ap) ES) NE Za 
Ukraine 52 54 50 30 68 98 97 98 95 99 7iy (91 92 92 52 61 51 7 6 7 11 5 
United Arab Emirates. - - - - - - - - - - - - - - - - - - - - - - 
United Kingdom - - - - - - - - - - - - - - - - - - - - - - 
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; : : : : Early Learning materials at home 
Attendance in early childhood Early stimulation and responsive care | stimulation 2010-2018" 
education by adults* and Children with inadequate supervision 
2010-2018* 2010-2018* responsive Children’s books Playthings* 2010-2018* 
j care by 
Countries poorest | richest poorest | richest] father* poorest | richest poorest | richest poorest | richest 
and areas total | male |female| 20% 20% | total | male [female] 20% | 20% |2010-2018*| total | 20% 20% total 20% 20% | total | male jfemale| 20% 20% 
United Republic of 
Tanzania ie . A a a 3 a 7 a ~ Z ra a a G a = a e Z x 
United States - - - - - - - - - - - - - - - - - - - - - - 
Uruguay 81 83 80 - - 93 94 $1 - - 66 y | 59 - - is - - 3 3 “| - - 
Uzbekistan 32 ¥| 33 ¥| 81 ¥ - - 91 x 91 x 90x) 83 x 95 x 54 xy (43 x 32x 59x 67 x 74x 62 x 5x 5x) 5x 6 x 7 x 
Vanuatu - - - - - - - - - - - - - - - - - - - - - - 
Venezuela (Bolivarian 66 7 
Republic of) yy = 7 2 : 7 7 = 7 7 7 7 = = 7 7 = J 
Viet Nam 71 74 69 bg 86 76 76 76 52 96 15 26 6 58 52 44 54 7 6 8 14 2 
Yemen 3x| 3x} 3x 0x) 8x 33 x 34x 32 x 16 x 56 x 37 xy | 10 x 4x 31 x 49 x 45 x 49 x 34x 36x 33x 46x > 22 x 
Zambia - - - - - - - - - - - - - - - - - - - - - - 
Zimbabwe 22 20 23 17 34 43 43 43 35 59 3 3 1 12 62 48 74 19 19 18 25 7 
SUMMARY 
East Asia and Pacific = - - - - - - - - - - - - - - - - - - - - - - 
Europe and Central _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ a _ _ _ _ 
Asia 
Eastern Europe _ te _ 7 a a = - _ e = a e 7 a re _ = 2 * - 
and Central Asia 
Western Europe - - - - - - - - - - - - - - - - - - - - - - 
Latin America and 61 z A : a a _ : : a ei 7 e a = a _ a _ a a a 
Caribbean 
Middle East and 
North Africa 28 28 28 20 37 - - - - - - - - - - - - i) 9 9 9 6 
North America - - - - - - - - - - - - - - - - - - - - - - 
South Asia - - - - - - - - - - - - - - - - - - - - - - 
Sub-Saharan Africa 26 24 25 55 51 51 51 40 70 7 0 10 42 63 57 35 35 34 38 27 
Eastern and 
Southern Africa 7 = = 7 ~ = 7 - 7 7 7 7 _ - - 7 7 ~ 7 7 
Pe aS ea) a Gael bon joe) eo ata |e ate 8 3 o |i | | a2 | 56 |35 |95 |34 | 38 | 28 
Leastdeveloped = / 47/16 [17 | 8 | 35 [5s [56 |s5 | 47 | 71 10 3 1 9 4 3 oF 3 31 31 36 22 
countries 
World - - - - - - - - - - - - - - - - - - - - ~ - 
For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
It is not advisable to compare data from consecutive editions of The State of the World's Children. 
DEFINITIONS OF THE INDICATORS MAIN DATA SOURCES NOTES 
Attendance in early childhood education c) singing songs to the child, d) taking the child Attendance in early childhood education — Data not available. 
— Percentage of children 36-59 months old who ~_ outside the home, e) playing with the child, and f) — Demographic and Health Surveys (DHS), p Based on small denominators (typically 25-49 
are attending an early childhood education spending time with the child naming, counting or ultiple Indicator Cluster Surveys (MICS), and unweighted cases}. No data based on fewer than 
programme. drawing things. other national surveys. Last update: August 2019. 25 unweighted cases are displayed. 
Early stimulation and responsive care by Learning materials at home: Children's Early stimulation and responsive care by x Data refer to years or periods other than those 
adults — Percentage of children 36-59 months books — Percentage of children 0-59 months old adults — DHS, MICS and other national surveys. specified in the column heading. Such data are 
old with whom an adult has engaged in four or who have three or more children’s books at Last update: August 2019. not included in the calculation of regional and 
te par aesiae bide a ate 4 home. Early stimulation and responsive care by global averages. 
garning and schoo! readiness In the past» Gays: Learning materials at home: Playthings father — DHS, MICS and other national surveys. i ‘iti 
a) reading books to the child, b) telling storiesto — _ ; ala . 1 . y Data differ from the standard definitian or refer to 
: ae ; : Percentage of children 0-59 months old with Last update: August 2019. only part of a country. If they fall within the noted 
the child, c} singing songs to the child, d) taking yy § the followinaolaythinasat ome: " : eee YP i Y. y tal : 
F ; Has 0 or more of the following playthings at home: Learning materials at home: Children’s reference period, such data are included in the 
the child outside the home, e) playing with the household objects or objects found outside : : : 
: ae Af : ‘ h ject ! books — DHS, MICS and other national surveys. calculation of regional and global averages. 
child, and f) spending time with the child naming, (sticks, racks, animals, shells, leaves etc.), date: August 2019 : ; 
counting or drawing things. homemade toys or toys that came from a store Last update: AUgUS : + Amore detailed explanation of the methodology 
Fi A A . nee ae . Learning materials at home: Playthings — and the changes in calculating these estimates 
Early atinuletion and etal eri ae by Children with inadequate supervision — DHS, MICS and other national surveys. Last can be found in the General Note on the Data, 
father — Percentage of children 36-59 months Percentage of children 0-59 months old left ‘+e: August 2019 180 
old whose father has engaged in four or more of alone or in the care of another child younger than peas ‘ ae ; 
the following activities to promote learning and 10 years of age for more than one hour at least Children with inadequate supervision — * Data refer to the most recent year available 
school readiness in the past 3 days: a) reading once in the past week. DHS, MICS and other national surveys. Last during the period specified in the column heading. 
books to the child, b) telling stories to the child, update: August 2019. 
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TABLE 10. EDUCATION 


Equitable access Completion Learning 
Out-of-school rate Completion rate Learning outcomes 
2012-2018* 2012-2018* 2010-2018* 
Proportion of 
Proportion of children at the Proportion of 
children in grade 2| end of primary | children at the end 
One year Lower Upper Lower Upper or 3 achieving achieving of lower secondary| Youth (15-24 
z before primary Primary secondary secondary Primary secondary secondary minimum minimum achieving minimum] years) literacy 
Countries entry age education education education education education education proficiency level | proficiency level | proficiency level rate (%) 
and areas male |female| male |female| male |female| male |female| male | female | male | female] male | female} reading ) math |reading| math |reading| math male | female 
Afghanistan - - - - - - 46 69 67 | 40 49 | 26 32 14 ATES? 55 63 - - 62 | 32 
Albania 10 11 2 4 1 4 17 18 91 93 97 96 43 60 86 - 95 97 48 39 99 99 
Algeria - - 0 2 - - - - 3 94 57 72 30 47 - 4x] - - 2 19 - - 
Andorra - - - - - - - - - - - - - - - - - - - - - - 
Angola 30 38 - - - - - - 53 | 49 4 ail 21 15 - | - - - - - 85 vA 
Anguilla - - - - - - - - - - - - - - 59 38 76 67 - - - - 
Antigua and Barbuda 14 12 18 17 16 24 21 22 - - - - - - 380 46 50 78 - - - - 
Argentina 1 3 0 1 1 1 13 5 95 97 72 81 53 66 62 63 67 59 62 38 99 100 
Armenia - - 8 8 8 6 - - 100 | 99 94 99 91 96 - - - 95) - 76 100 100 
Australia 12 13 4 3 1 2 2 0 - - - - - - 95 96 94 95 82 78 - - 
Austria 2 0 - - 0 1 7 7 Sa - - - - = |= 87 95) 84 87 - - 
Azerbaijan 39 39 7 5 0 0 - - - - - - - - - - 82 71 27 x} 55 x | 100 100 
Bahamas 65 60 15 8 1 5 15 10 = |= - - - - - - - - = = = = 
Bahrain 23 24 1 1 3 0 7 5 - - - - - - - 72 - - - 75 94 95 
Bangladesh = - 8 2. - - 37 38 69 79 53 55 31 26 65 ae) 91 81 87 57 Gp 94 
Barbados 8 12 10 9 4 0 - - 99 99 98 98 91 97 - - 87 60 - - 100 100 
Belarus 1 4 4 4 2 1 2D 0 100 100 100 100 96 98 - - - - - - - - 
Belgium 0 0 1 1 3 3 1 1 - - - - - - - - - - 80 80 - - 
Belize 16 16 0 1 1 1 38 34 78 ral Bay ye || 21 sel) UEP oe) lo |) 7 ae 25 ral - - - - - - - 
Benin 12 12 - - 26 43 46 66 ee 25 13 12 5 10 34 52 40 - - 64 4 
Bhutan = - if) 7 20 10 34 27 Gi a8) TAN Se) 24) Sel) lh ae) Pa eI = | = - - 8} 51 90 84 
Bolivia (Plurinational State of) 8 9 i 8 13 13 7 18 - = 7 = = = = = = 3 a 7 99 99 
Bosnia and Herzegovina - - - - - - - - 99 100 97 97 92 92 aie - - - Tt xXe 9) | 00 100 
Botswana 67 65 11 10 - - - - - - - - - - 56 61 66 66 79 80 96 99 
Brazil 4 1 4 2 3] 4 19 16 4 8697 78 82 53 64 i || a oy 100 49 30 Gy) 99 
British Virgin Islands - - - - - - - - - - - - - - - - - - - - - - 
Brunei Darussalam 5 5 a 4 - - 20 16 a ll Se - - - - {es - - - - 99 100 
Bulgaria 5 4 7 7 6 7 8 12 - - - - - - - - 93 92 59 58 98 98 
Burkina Faso 83 83 22 24 48 46 67 68 G2 | RL ee sel Get) Gael ee 25 59 57 59 - - 57 44 
Burundi 58 58 4 2 3 27 60 57 46 54 26 19 4 3 79 97 56 87 - - 85 75 
Cabo Verde 21 20 13 14 20 20 37 32 - = - - - - - | = - - - - 98 99 
Cambodia 58 56 9 10 12 14 - - 68 79 4 39 20 20 - - 61 - 38 7 92 93 
Cameroon 54 54 1 9 3 39 48 57 67 =| «64 46 4) 18 14 30 55 49 35 - - 85 76 
Canada - - - - 0 0 8 8 - - - - - - - - = - 89 86 = = 
Central African Republic = = |e ia [ee le le ek | ei ee) se] as) Gise] al] S| = | = = = = 490° «27 
Chad 89 90 7 34 5 70 71 88 31 24 18 10 15 6 18 48 16 19 39 33 4 22 
Chile 3 3 5 5 8 7 6 - | - - - - - 70 | 63 94 98 72 63 99 99 
China - - - - - - - - 7 97 93 93 64 67 82 85 - - 80 79 100 100 
Colombia 13 12 7 6 6 5 7 15 9 | 95 74 81 69 78 82 82 87 57 89 18) 98 9g) 
Comoros 60 62 15 16 30 29 57 55 75 77 47 45 24 32 - - 66 x 70 x - - 74 70 
Congo 79 71 16 9 - - - - me | 2 56 45 28 19 38 1 4 29 - - 86 71 
Cook Islands 2 0 2 5 8 7 37 30 2 é - = = =~ 2 = . 2 S = 2 = 
Costa Rica 10 1 3 3g 5 6 14 g) Gia | Eb oe] ese) afl 30) Seb ee) ES 8984 94 95) 60 38 9g) 99) 
Cote d'Ivoire 78 78 7 15 36 49 57 69 60 53 36 22 7 15 7 34 48 27 - - 59 47 
Croatia 2 i 4 1 3 0 16 2 - | = - - - - - | - | 99 93 80 68 100 | 100 
Cuba 0 0 3 3 0 0 23 5 99 100 98 98 81 86 - - 94 x 95 x - - 100 100 
Cyprus 5 6 2 2 2 2 6 5 - 0 = - - - - 87 x 93 - - 64 78 x | 100 100 
Czechia 8 8 - - - - 2 2 - - - - - - 98 96 = = 78 78 = = 
ee Boa ee ese Pe ee ee ite Wien leucine ere tawn || cep || = = = : Nl ee 
Democratic Republic of the Congo| - - - - - - - - 1 66 59 49 30 21 - - 81 85 - - 11 80 
Denmark 3 2 1 1 1 1 14 1 = |e - - - - 99 96 - - 85 86 - - 
Djibouti m1 91 39 46 48 56 66 72 2 = 7 = = = = = - S 2 = 2 2 
Dominica 29 30 3 1 - - 10 0 - = - - - - 81 50 40 29 - - - - 
Dominican Republic 13 12 6 6 i: 9 26 23 88 94 76 89 48 66 46 28 65 63 28 9 99 99 
Ecuador 4 4 3 1 - - 16 6 - - - - - - 5 | 78 68 64 72 43 99 99 
Egypt 62 62 2 1 8 7 22 25 91 92 79 81 1 69 5 - - - - 47 89 87 
EI Salvador 19 18 19 18 16 7 34 35 84 =| «89 73 74 34 36 =| ARE sei Gh ie) TEL x - 20 x 98 98 
Equatorial Guinea 57 55 56 55 - - - - - - - = = = - - = - = = 98 99 
Eritrea 82 83 61 64 3) 60 66 1 - - - - - - - | - - - - - = = 
Estonia 10 i 7 6 - - 5 3 - - - - - - - - - - 89 89 100 100 
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Equitable access 


Completion 


Learning 


Out-of-school rate 


Completion rate 


Learning outcomes 


2012-2018* 2012-2018* 2010-2018* 
Proportion of 
Proportion of children at the Proportion of 
children in grade 2] end of primary | children at the end 
One year Lower Upper Lower Upper or 3 achieving achieving of lower secondary) Youth (15-24 

: before primary Primary secondary secondary Primary secondary secondary minimum minimum achieving minimum) years) literacy 
Countries entry age education education education education education education proficiency level | proficiency level | proficiency level rate (%) 

and areas male /female| male |female| male |female| male |female| male | female} male | female) male | female | reading | math | reading| math | reading) math male | female 
Eswatini - - 24 25 13 13 25) 30 52 68 38 45 31 33 - - Ge gel] Bil x - - a2; 95 
Ethiopia 61 63 1 7 45 49 73 75 51 51 42 36 13 13 - - - - - - - - 
Fiji = - 2) 2 - - 30 23 - - - - - - - - - - - - - - 
Finland 2/1 1 1 1 1 5 4 - - - - - - 99 97 - - 89 86 - - 
France 1 0 1 1 2 2 6 5 - - - - - - 95 87 - - 79 71 - - 
Gabon - - - - - - - - 57 67 23 26 1 1 - - 95 x 90 x - - 87 89 
Gambia - - 25 7 - - - - 56 57 50 46 31 29 23 31 32 22 - - 66 56 
Georgia - - 2 2 1 2 8 5 - - - - - - 86 78 - - 48 43 100 100 
Germany - - - - - - - - - - - - - - - - 97 96 84 83 = = 
Ghana 13 8 17 15 16 13 31 31 64 68 50 50 42 35 71 55 72 61 - 21 88 83 
Greece 12 1 i, 7 6 8 10 1 - - - - - - GE 3 - - - 73 64 Ge) Ge) 
Grenada 14 7 4 3 2 26 7 1 - - - - - - 54 43 66 57 - - 99 100 
Guatemala 19 19 12 12 30 36 56 61 83 77 54 46 27 25 50 4 40 45 15 18 5 ag 
Guinea 57 OG 14 29 4 59 59 75 58 49 43 25 29 15 - - - - - - 57 37 
Guinea-Bissau - - - - - - - - 33 26 20 14 WW 8 - - - - - - vA 50 
Guyana 10 OB 5 3 7 5 34 25 96 99 80 | 88 49 64 - - - - - - 96 97 
Haiti = = = = = = = - 49 58 32) 38 7 16 - - - - - - - - 
Holy See - - - - - - - - - - - - - - - - - - - - - - 
Honduras 19 18 17 16 37 35 54 48 81 85 42 55 27 33 93 92 84 77 89 61 95) 97 
Hungary 8 og 3 3 4 4 12 12 - - - - - - - - 95 92 73 88 99 99 
iceland 2 2 0 1 2 1 18 14 - - - - - - Comex: - - - 78 76 - - 
ndia - - 3 2 7 12 47 49 92 91 82 79 46 40 25 28 - - 7x) 15 x 90 82 
ndonesia 6 a. 5 10 14 10 7 13 91 92 64 59 40 37 66 49 - - 45 31 100 100 
ran (Islamic Republic of) 51 52 - - 2 2 27 23 - - - - - - 76 65 = = - 63 98 98 
raq = = = = - - - - 78 78. 46 47 45 43 - - - - - - 57 49 
reland 2 2 0 0 - - 2 0 - - - - - - 97 97 - - 90 94 - - 
srael 2 0 s) 2 - - 4 0 - - - - - - 93 - - - 23 68 - - 
italy 1/3 1 2 - - 5 5 - - - - - - 98 93 - - 79 89 100 100 
Jamaica 7 4 - - 22 17 24 19 Gey ye) WD el] Gi ee) OP gel) Tl ee || REP 87 14 - - 64 71 94 Be) 
Japan - [= 2 2 - - 4 2 - - - - - - - - - - - = = - 
Jordan - - - - 28 7) 53 46 96 97 86 88 49 63 - 50 - - 54 45 Ge) 99 
azakhstan 735 2 0 - - 3 0 100 100 100 100 95 96 - - - 96 59 a1 100 100 
Kenya = - 19 15 - - - - 7] 82 61 69 44 38 60 hl 80 77 - - 87 86 
iribati - - - - - - - - - - - - - - - - - - - - - - 
Kuwait 25 23 7 7 9 4 20 16 - - - - - - 58 20. - - - 45 9g) 100 
yrgyzstan 6 4 1 2 1 1 30 26 99 99 95 97 82 85 - - 36 35 7 x) 13 x - - 
Lao People's Democratic Republic | 37 36 6 7 21 22 35 4 87 86 57 55 33 31 83 46 - - - - 94 91 
Latvia 2 1 4 2 2 1 5 4 - - - - - - 98 x) 9x] - - 82 79 100 100 
Lebanon 1 7 g) 14 21 26 34 34 - - - - - - - - - - 30 vA) - - 
Lesotho 65 63 19 7 29 21 46 39 60 83 29 46 20 27 - - 79 x 58 x - - 80 94 
Liberia 13 18 61 64 24 31 24 34 36 30. 29 23 18 q) - - - - - - - - 
Libya See ee - - - - - 7 - - - - - - - - - - - - - - 
Liechtenstein il 0 3 2 2 8 - = - - - - - - - - - - 88 86 - - 
Lithuania 1 0 0 0 0 0 4 3 - - - - - - - - 92 99 75 75 100 100 
Luxembourg 2 1 1 1 6 4 20 16 - - - - - - Ge) - - - 74 74 - - 
adagascar oma ee - - - - 7 7 - - - - - - - - 9 x} Mx} - - 78 75 
alawi - - - - 23 25 8) 65 43 52 23 21 15 13 22 51 24 4 - - 72 73 
alaysia 2 1 2 1 13 1 4 32 - - - - - - 86 71 88 47 73 42 97 98 
aldives il 3 0 0 - = - - - - - - - - - - - - - - 99 99 
ali 48 52 29 37 52 58 68 71 50 4 36 25 23 12 2 3 12 13 - - 61 39 
alta 4 0 g 0 3 2 16 8) - - - - - - 74 87 - - 64 84 98 Ge) 
arshall Islands 34 35 24 19 23 23 40 28 - - - - - - - - - - - - 98 99 
auritania - - 25 22 45 44 72 73) 64 56 42 34 14 15 - - 47 x| 3 x - - - - 
auritius 8 10 5 3 8 5 22 15 - - - - - - - - 78 79 77 42 98 99 
exico 1 0 2 0 10 uy: 32 29 Gy 96 88 87 25 22 78 78 50 40 66 35 99) Ge) 
icronesia (Federated States of) | 20 27 17 15 20 16 - = = = = = = = = 7 = 2 - - - = 
onaco = = = = = = - = - = = - - - = - - - - - - - 
ongolia 3.) 5 1 2 - - - - 96 99 88 93 64 78 - 67 x| - - - 66 x 98 99 
ontenegro 31 32 # 4 4 5 14 14 100 100 gg) 99 84 87 - - - - 58 48 og) 8g) 
ontserrat - f= fe fe fe }- fe) - = - - : 2 = 57 54 | 70 81 7 7 7 2 
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Equitable access 


Completion 


Learning 


Out-of-school rate 


Completion rate 


Learning outcomes 


2012-2018* 2012-2018* 2010-2018* 
Proportion of 
Proportion of children at the Proportion of 
children in grade 2| end of primary | children at the end 
One year Lower Upper Lower Upper or 3 achieving achieving of lower secondary| Youth (15-24 
Z before primary Primary secondary secondary Primary secondary secondary minimum minimum achieving minimum] years) literacy 

Countries entry age education education education education education education proficiency level | proficiency level | proficiency level rate (%) 
and areas male |female| male |female| male |female} male |female} male | female | male | female | male | female} reading | math | reading) math | reading} math male | female 
Morocco 42 50 3 3 g) 14 26 8) - - - - - - n |) 4m - - - 4 95 88 
Mozambique - - 11 14 40 48 66 74 43 x 37 x} 13 x 10 x} Bx 4x - - 78 x «67 Xx - - 79 63 
Myanmar = - = - 25 23 50 43 78 84 43 46 13 18 == - - - - 85 84 

amibia 35 31 4 0 - - - - 7 86 48 62 33 39 - - 86 x 52 x - - 93 95 

auru 33 16 7 14 21 14 a) 60 - | - = = = = = = = = es = = em 

lepal 12 18 4 7 14 8 33 18 79 76 68 65 52 39 - - - - - - 90 80 

etherlands 2 1 - - 1 0 1 1 - - - - - - 100 ieee?) - - 82 83 - - 

ew Zealand 4 3 1 1 2 2 4 0 - - - - - - 76 84 - - 83 78 - - 

icaragua = = = = = = = = S| z = z Z 63 45 | 76 71 a = e 2 

iger 78 78 29 38 61 69 83 89 35 24 10 4 4 1 10 28 8 8 - - 49 32 

igeria = = = = - - - - 8179 78 72 70 59 5 | 28 54 18 - - - - 

iue 77 - - - - - - - - - - - - - - = = = = = = = 

orth Macedonia 56 56 8 8 - - - - 100 x 99 x| 98 x 97 x| BO x 69 x 66 x} - - - 29 30 Sg) 9g) 

lorway 4 3 0 0 0 1 8 7 - - - - - - 95 98 - - 85 83 - - 
Oman 18 15 1 1 10 7 12 12 - - - - - - 47 61 - - - 52 98 og) 
Pakistan - - 18 29 42 50 57 67 64 55 55 45 43 38 7 15 52 48 73 68 80 66 
Palau 7 Sle een a Es ES ES a Ses ES 25 || es | a 98 99 
Panama 28 26 12 13 10 10 35 31 95 96 75 81 57 68 68 54 77 74 35 x | 21 x 98 7 
Papua New Guinea 2% | 27 | 20 | 2 7 | 7 | 39 | 50 = |e = = = = = || = = 2 = = 6 | 7 
Paraguay 29 29 11 1 4 16 32 30 89 95 57 54 0 0 11 72 69 69 68 68 98 99 
Peru a g 1 0 2 1 - - 95 95) 83 83 78 72 94 vA) - - 42 28 99 og) 
Philippines 21 19 5 4 9 5 24 7 89 95 75 88 54 66 - 34 x] - - - 39 x 97 99 
Poland 1 1 a |e |e | & |e |e 2 i= = = 3 = 9 | 96 | - SN te 3 2 
Portugal 0 1 3 4 1 1 0 3 - - - - - - 98 97 - - 83 76 99 99 
Qatar @) 5 1 2. 13 g 43 16 - - - - - - 60 64 - - 48 64 95 97 
Republic of Korea 3 4 4 3 6 5 i 1 - - - - - - - 100 - - 86 85 - - 
Republic of Moldova 7 4 10 10 15 15 36 35 99 | 100 05) 98 63 74 S| Sie xa | 88) 54 50 99 100 
Romania 12 12 10 10 9 10 23 22 - - - - - - 86 79 - - 61 60 99 99 
Russian Federation 3 4 3 2 2 1 10 9 - = - - - - - - 99 98 84 81 100 100 
Rwanda 59 58 6 6 - - - - 48 61 25 30 19 16 - - - - - - 84 86 
Saint Kitts and Nevis = = = = = = = = = : = = = = =n = = = = 2 z 
Saint Lucia 8 19 - - 10 14 24 dh 99 99 85 98 70 90 68 62 62 46 - - - - 
Saint Vincent and the Grenadines | 12 | 10 1 2 = = | ii 4 2 |e = = 2 a == 2 S z g g = 
Samoa 65 61 4 3 2 2 23 5 - - - - - - = = 2 = = = 99 99 
San Marino 6 5 7 Z - - - - = | « - - - - - - - - - - = 
Sao Tome and Principe 47 45 3 3 12 6 20 8 79 86 32 36 12 12 81 100 - - - - 97 96 
Saudi Arabia 63 61 1 0 - - 8) 8 - - - - - - 65 43 - - - 34 99 99 
Senegal 82 80 29 21 52 45 64 62 48 51 28 24 14 10 18 62 61 59 42 16 76 64 
Serbia 2. g 2 1 1 2 12 0 99 | 100 99 9g) 1 81 - - - 91 67 61 100 100 
Seychelles 3 7 - - - - 5 4 - - - - - - - - 88 74 86 79 99 99 
Sierra Leone 65 63 1 1 40 40 61 63 63 65 47 42 27 18 - - - - - - 65 51 
Singapore - - - - - - - - - - - - - - 97 99 - - 89 a9 100 100 
Slovakia ® | Ww = = 4 5 | 10 | 10 = | = = = = = a Esc 88 68 2 = 2 
Slovenia 4 6 3 2 1 2 5 4 - - - - - - 95 95 - - 85 84 100 100 
Solomon Islands 35 34 bi 30 - - - - - - - - - - - - - - - - - - 
Somalia - - - - - - - - - - - - - - - - - - - - - - 
South Africa = - g 8 - - 15 19 9% | 98 85 91 45 52 Bg G7) 1 84 34 99 99 
South Sudan 80 83 64 72 54 67 61 75 30 x, 18x} 2x 10 x} 13x 4x - - - - - - - - 
Spain 4 4 2 1 1 0 a 1 s | 6 = = = = 4 | «8 = = 84 78 100 100 
Sri Lanka - - 2 4 1 2 21 16 - - - - - - 86 84 - - 90 68 99 99 
State of Palestine 38 38 6 6 12 7 44 26 99 | 100 80 93 52 73, =| - - - 2 99 og 
Sudan - - 37 38 - - - - 71 2B 45 43 34 29 - - - - - - - - 
Suriname 10 7 2 8 il g 42 38. 80 90 4 58 19 28 Sli - - - - 98 97 
Sweden 2 1 0 1 5 4 i 3 - - - - - - 98 95 - 88 82 82 - - 
Switzerland 1 1 0 0 - - 7 19 - - - - - - - - - - 80 84 - - 
Syrian Arab Republic 61 62 32 33 42 44 68 67 - - - - - - - - - - - 43 - - 
Tajikistan 87 88 1 2 - - - - 99 98 05) 93 80 63 Sah - - - - 100 100 
Thailand 3 3 - - 1 1 21 21 98 98 76 88 50 62 - 71 - - 50 46 98 98 
Timor-Leste 67 67 21 18 14 12 30 26 7 | 85 63 70 49 5D) 80 - - - - - 80 79 
Togo - - 5 1 16 28 47 66 66 59 3 20 20 10 20 4 38 48 - - 90 78 
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Equitable access Completion Learning 
Out-of-school rate Completion rate Learning outcomes 
2012-2018* 2012-2018* 2010-2018* 
Proportion of 
Proportion of children at the Proportion of 
children in grade 2| end of primary | children atthe end 
One year Lower Upper Lower Upper or 3 achieving achieving of lower secondary) Youth (15-24 
é before primary Primary secondary secondary Primary secondary secondary minimum minimum achieving minimum] years) literacy 

Countries entry age education education education education education education proficiency level | proficiency level | proficiency level rate (%) 
and areas male |female| male |female| male |female| male |female| male | female| male | female) male | female | reading | math | reading| math | reading) math male | female 
Tokelau 22 - - - - - 62 80 - - - - - - - - - - - = = = 
Tonga - - 5 3 13 9 48 38 - - - - - - 15 x - - - - - 99 100 
Trinidad and Tobago - - - = - - - - - - - - - - 78 - 76 63 58 48 100 100 
Tunisia - - - - - - - - 94 97 68 80 40 57 - 34 - - 28 25 97 96 
Turkey 33 36 5 6 9 10 15 16 99 98 94 90 58 48 - - 125 xa) 281 60 70 100 (o) 
Turkmenistan - - - - - - - - 100 100 93 91 83 80 - - - - - - 100 100 
Turks and Caicos Islands - - - = - = - = - - - - - - - - 70 - - - - - 
Tuvalu 6 - - - - - 58 46 - - - - - - - - - - - = = - 
Uganda = - 10 8 = = = = 33 36 24 21 16 14 60 72 52 53 - - 86 82 
Ukraine - - 8 6 3 3 6 4 100 99 100 100 97 97 - - - 79 x - 81 100 100 
United Arab Emirates 12 "1 2 4 1 2 13 19 - - - - - - 64 70 - - 60 74 - - 
United Kingdom 0 0 0 0 1 1 3 2 - - - - - - - - - - 82 78 - - 
United Republic of Tanzania 49 47 20 18 = - 85 88 75 84 31 27 a2 27 56 35 O7eeXa || Ovex - - 87 85 
United States 10 8 4 4 3 1 7 6 - - - - - - 69 95 - - 81 71 - - 
Uruguay 3 2 2 2 2 1 Z3 16 92 95 52 70 45 28 81 16 90 94 61 48 i) (o) 
Uzbekistan 63 64 i 2 4 5 16 7 - - - - - - - - - - - - 100 100 
Vanuatu - - 14 12 1 1 43 46 - - - - - - - - - - - - 95 96 
Venezuela (Bolivarian Republic of) | 17 18 14 14 18 17 32 24 - - - - - - - - = = 58 x} 40 x 98 99 
Viet Nam 0 1 - = = = = = 96 97 81 87 50 61 - - Gh) 87 86 81 - - 
Yemen 95 96 12 22 23 35 46 68 70 55 55 39 37 23 - 9 - - - - - - 
Zambia = = 16 12 = = = = 73 75 54 48 34 23 1 9 Bi} BEI] SRE 3 - - 91 87 
Zimbabwe 64 63 16 14 8 am] 52 55 87 89 66 74 15 1 - - 81 x 73 x - - 88 93 
SUMMARY 
East Asia and Pacific 14 12 4 4 g) 8 jas} 15 96 96 82 83 56 59 1) 77 - - 2: 68 2) 99 
Europe and Central Asia 13 14 3 3 3 4 10 10 - - - - - - - - - - 76 78 100 100 

rat Europe and Central m |e | & |e |e |e iw |e = = = = |w@ | a = = |= 8 | 7 | 75 100 100 

Western Europe 3 3 2 2 2 2 7 6 - - - - - - 96 93 - - 81 81 - - 
Latin America and Caribbean 6 4 5 4 i 7 24 21 94 95 75 80 45 50 76 72 75 70 58 38 99 99 
Middle East and North Africa 51 53 5 7 12 15 31 36 87 85 66 68 52 53 37 - - - - 46 89 86 
North America 7 6 4 4 1 1 5 5 - - - - - - 69 95 - - 82 22 - - 
South Asia 7 7 6 7 18 7 47 49 88 88 75 71 44 38 29 28 - - - - 88 80 
Sub-Saharan Africa 57 57 13) 24 34 37 54 61 64 64 48 42 35 7as) §2 42 57 45 - - 80 2: 

Eastern and Southern Africa 56 57 19 20 32 37 54 60 60 63 4 38 28 25 - - - - - - 86 83 

West and Central Africa 56 57 ig} 27 37 40 53 61 69 65 54 46 4) 33 50 35 53 37 - - 73 60 
Least developed countries 56 57 7 20 29 34 53 59 60 60 4 36 26 20 - - - - - - 81 73 
World 31 31 8 10 15 16 36 36 83 83 nN 69 47 43 54 53 - - - 61 92 88 
For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
It is not advisable to compare data from consecutive editions of The State of the World's Children. 
DEFINITIONS OF THE INDICATORS MAIN DATA SOURCES 


Out-of-school rate for children one year before the 
official primary entry age — Number of children of one year 
before primary entry age who are not enrolled in pre-primary or 
primary schools, expressed as a percentage of the population 
of one year before the official primary entry age. 


Out-of-school rate for children of primary school age — 
Number of children of official primary school age who are not 
enrolled in primary or secondary school, expressed as a 
percentage of the population of official primary school age. 


Out-of-school rate for children of lower secondary 
school age — Number of children of lower secondary school 
age who are not enrolled in primary or secondary school, 
expressed as a percentage of the population of official lower 
secondary school age. 


Out-of-school rate for children of upper secondary 
school age — Number of children of upper secondary school 
age who are not enrolled in primary or secondary school or 
higher education, expressed as a percentage of the population 
of official upper secondary school age. 


Completion rate for primary education — Number of 
children or young people aged 3 -5 years above the intended 
age for the last grade of primary education who have 
completed the last grade of primary school. 


Completion rate for lower secondary education — 
Number of children or young people aged 3 -5 years above the 
intended age for the last grade of lower secondary education 
who have completed the last grade of lower secondary. 


Completion rate for upper secondary education — Number 
of children or young people aged 3 -5 years above the intended 
age for the last grade of upper secondary education who have 
completed the last grade of upper secondary. 


Proportion of children and young people (a) in grade 2/3; 
(b) at the end of primary education; and (c) at the end of 
lower secondary education achieving at least a 
minimum proficiency in (i) reading and (ii) mathematics 
— Percentage of children and young people in Grade 2 or 3 of 
primary education, at the end of primary education and the end 
of lower secondary education achieving at least a minimum 
proficiency level in (a) reading and (b) mathematics. 


Youth literacy rate — Number of literate persons aged 15-24 
years, expressed as a percentage of the total population in that 


group. 


Out of school rate — UNESCO Institute 
for Statistics (UIS). Last update: February 
2019. 


Completion rate — Demographic and 
Health Surveys (DHS), Multiple Indicator 
Cluster Surveys (MICS), other national 
household surveys, data from routine 
reporting systems. Last update: June 
2019. 


Proportion of children and young 
people (a) in grade 2/3; (b) at the end 
of primary education; and (c) at the 


NOTES 


— Data not available. 


x Data refer to years or periods 
other than those specified in the 
column heading. Such data are 
not included in the calculation of 
regional and global averages. 
Data refer to the most recent 
year available during the period 
specified in the column heading. 


end of lower secondary education 
achieving at least a minimum 
proficiency in (i) reading and (ii) 


mathematics — United Nations Statistics 


Division database. Last update: April 
2019. 


Youth literacy — UNESCO Institute for 
Statistics (UIS). Last update: February 
2019. 


All data refer to official Interna- 
tional Standard Classifications of 
Education (ISCED) for the prima- 
ry and lower secondary education 
levels and thus may not directly 
correspond to a country-specific 
school system. 
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Female genital mutilation (%)* Justification of 
Child marriage (%)* 2010-2018 wife-beating ; 
Child labour (%)* —e Birth registration (%)* prevalence mas Pree 4 (%)* Violent discipline (%)* hes oe 
; 2010-2018" jamale male 2010-2018* ractice to stop¢| 2012-2018" 2012-2018* 2012-2018" 
Countries ; : . 
married | married | married 
and areas total | male |female| by15 | by18 | by18 | total | male | female |women®) girls? | male |female| male | female | total male | female | male | female 
Afghanistan 21 23 20 9 35 7 42 43 42 - - = T1y 78 y JAaxy| 7h xy) 74 xy - ly 
Albania 3y 4y 3y | 12 1 98 99 98 - - - - 11 5 48 y 49 y 45 y - - 
Algeria 4y by 4y 0 3 - 100 100 100 - - = | = - boy 86 y 88 y 85 y - - 
Andorra - - - - - - 100 v | 100 v 100 v - - - - - - - - - - - 
Angola 19 17 20 8 30 6 25 As) 25 - - - - 24 25 - - - - 5 
Anguilla - - - - - - - - - - - - - - - - - - - - 
Antigua and Barbuda - - - - - - - - - - - - - - - - - - - - 
Argentina - - - - - - 100 y | 100 y 100 y - - - - - 2 72 y 74 y T1y - - 
Armenia 4 5 0 LI 99 100 99 - - = || oS 25 9 69 71 67 - - 
Australia - - - - - - 100 v | 100 v 100 v - - - - - - - - - - - 
Austria - - - - - - 100 v | 100 v | 100 v = = = = = = = = = = = 
Azerbaijan - - - 2x 11x Ox, 94x} 93x 94x - - - - - 24 x 77 xy 80 xy, 74 xy - Ox 
Bahamas - - - - - - - - - - - - - - - - - - - - 
Bahrain - - - - - - - - - - - - - - - - - - - - 
Bangladesh - - - 22 59 4x) 20 20 20 - - - - - 29 y 82 83 82 - 3y 
Barbados ly 2y ly | 11 - 99 99 99 - - - - - 5 75 y 78 y 72y - - 
Belarus ly ly AY. 0 3 1 100 y | 100 y | 100 y - - - - 3 3 65 y 67 y 62 y - - 
Belgium - - - - - - 100 v | 100 v 100 v - - - - - - - - - - - 
Belize 3 4 3 6 34 22 96 95 96 - - - - 8 6 65 67 63 - - 
Benin 4 42 4 7 26 5 85 85 84 9 0 89 86 7 29 91 92 90 - - 
Bhutan 4y 3y 4y Gx | 26x - 100 100 100 - - - - - 70 x - - - - - 
Bolivia (Plurinational State of) - - - 3 20 5 92 y - - - - - - - 17 x - - - - - 
Bosnia and Herzegovina - - - 0 4 0 100 x | 100 x | 99x - - - - 5 1 55 y 60 y 50 y - - 
Botswana - - - - - 88y | By BBy - - - - - - - - - - - 
Brazil - - - Bax | eZGEx - 96 - - - - - - - - - - - - - 
British Virgin Islands - - - - - - - - - - - - - - - - - - - - 
Brunei Darussalam = = = = = = = = = = = = | os = = = = = = = 
Bulgaria - - - - - - 100 y | 100 y 100 y - - - - - - - - - - - 
Burkina Faso 42y) 44y | 40y) 10x] 52x Ax | 77 77 77 76 ig 87 90 40 x 39 x 83 xy B4xy 82 xy = = 
Burundi 31 30 32 19 1 84 84 83 - - - - 48 63 90 91 89 0 4 
Cabo Verde - - - 3x | 18x 3x | 91 - - - - - - 24 x 23 % = = = - S 
Cambodia 13 12 14 2 19 4 73 74 73 - - - - 26 y 46 y = - = - 2 
Cameroon 30 40 38 10 31 4 66 67 65 ile 1xy| 85 x 84x 45 oF 85 85 85 4x) 16x 
Canada - - - - - - 100 v | 100 v 100 v - - = as - = - = ms ~ - 
Central African Republic SOS | Za) Sy aie | Teiee || Ab |) Gl 61 62 24 1 - 75 83 x 79 x 92 xy| 92 xy| 92 xy = = 
Chad 39 37 4l 30 67 8 12 12 12 38 10 49x 45 54 69 7\ 72 71 - 2 
Chile 6 7 5 - - - 99 y - - - - - - - - - - - - - 
China - - - - - - - - - - - - - - - - - - - - 
Colombia 4 4 3 5 23 7 97 97 97 - - - - - - - - - 0 2 
Comoros 2y | 25y) 32y]) 10 32 12 87 87 87 - - - - 29 43 - - - - 2 
Congo 14 is 15 i 27 6 96 96 96 - - - - 45 56 83 83 82 - - 
Cook Islands - - - - - - 00 y | 100 y 100 y - - - - - - - - - - - 
Costa Rica 2 Z 2 7x) 21x - 00 y - - - = - - - 3x 46 xy) 52 xy) 39 xy = = 
Cote d'Ivoire 2y |) 27y) 31y 7 27 4 i 73 71 37 10 82 79 29 43 87 88 85 - - 
Croatia - - - - - - OO y | 100 y 100 y - - - - - - - - - - - 
Cuba - - - 5 26 11 00 100 100 - - - = Sy 4y 36 37 35 - - 
Cyprus - - - - - - 0Ov 100 v 100 v - - - | - - - - - - - - 
Czechia - - - - - - 0Ov ) 100v 100 v - - - - - - - - - - - 
eee People's Republic of 4 5 4 Be a ie 00x 100 x 100 x E u: E bs 4 4 59 63 55 _ = 
Democratic Republic of the Congo 27 ie, 31 10 37 6 25 24 25 - - - - 69 75 82 82 81 - 13 
Denmark - - - - - - 00v | 100v 100 v - - - - - - - - - - - 
Djibouti - - - 2x 5 x - 92x] 93x} 91x] Bx] 43 - 57 x - - 72 xy, 73 xy 71 xy - - 
Dominica - - - - - - - - - - - - - - - - - - - - 
Dominican Republic 7 8 6 12 36 8 88 88 88 - - - - - 3 63 64 61 - 1 
Ecuador - - - 3 20 - 82 y - - - - - - - - - - - - - 
Egypt 5 6 4 2 7 Ox 99 100 99 87 4y 28 38 - 46 y 93 93 93 - - 
El Salvador 10 a 11 6 26 - 99 99 98 - - - - - 10 b2 55 50 - - 
Equatorial Guinea - - - 9x 30x 4x 54 53 54 - - - - 56 x 57 x - - - - - 
Eritrea - - - 13x | 41% 2% - - - 83 33 85 82 60 x Bi x - - - - - 
Estonia - - - - - - 100 v | 100 v | 100 v - - - - - - - - - - - 
Eswatini By By Ty 5 1 54 51 56 - - - - 29 a2 88 89 88 - - 
Ethiopia 49y) Sly 46y 14 40 5 3 3 3 65 16 87 79 33 60 - - - - 5 
Fiji - - - - - - - - - - - - - - - 72 xy - - - - 
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TABLE 11. CHILD PROTECTION 


Female genital mutilation (%)* Justification of 
Child marriage (%)* 2010-2018 wife-beating : 
Child labour (%)* — Birth registration (%)* prevalence ae éildlesocra: (%)* Violent discipline (%)* nage vin eset 
; 2010-2018" fanale mate 2010-2018* ractice to stopt| 2012-2018" 2012-2018* 2012-2018" 
Countries ; : , . 
married | married | married 
and areas total | male |female| by15 | by18 | by18 | total | male | female |women®| girls’ | male |female| male | female | total male | female | male | female 
Finland - - - - - - 100 v 100v 100 v = - ie = “ _ = = = as * 
France - - - - - - 0Ov | 100v 100 v - - - - - - - - - - - 
Gabon 20y|) 9y}] 17y 6 22 5 90 91 88 - - - - 47 58 - - - - 9 
Gambia - - - 9 30 i 72 73 71 I) 56 - 35) 42 58 90 xy| 90 xy) 91 xy = 0 
Georgia 2 2 1 1x 14x - 00 00 00 - - - - - 5 x 67 xy 70 xy) 63 xy - - 
Germany - - - - - - OOy 100y 100 y - - - - - - - - - - - 
Ghana 20y|) 9y 21y 5 21 2 71 71 70 4 1 - 93x 20 35 94 xy 94xy) 94 xy - 10 x 
Greece - - - - - - 0Ov 100v 100 v - - - - - - - - - - - 
Grenada - - - - - - - - - - - - - - - - - - - - 
Guatemala - - - 6 30 10 96 y - - - - - - 12 4 - - - | 4 
Guinea 24 24 25 19 51 2 75 75 75 97 45 38 22 - 60 89 90 89 - - 
Guinea-Bissau 36 36 oi 6 24 2 24 24 24 45 29 - 81 ay 40 82 83 82 - - 
Guyana 11 10 12 4 30 9 89 88 89 - - - - 14 10 70 74 65 - - 
Haiti 36y | 44y) 2B6y 2 15 2. 85 84 85 - - - - 15 23 83 84 82 - 5 
Holy See - - - - - - - - - - - - - - - - - - - 
Honduras - - - 8 34 12, 94 94 94 - - - - 18 15 - - - - B 
Hungary - - - - - - 100 v 100v 100 v - - - - - - - - - - - 
iceland - - - - - - 100 v 100v 100 v = = = = = = = = = = = 
ndia - - - 7 27 4 80 79 80 - - - - 35 4 - - - - | 
Indonesia - - - 1 11 5 72 y - - - 49 y - - 48 y 45 - - - - - 
ran (Islamic Republic of) - - - 3x | 17x - 9y 9y gy - - - - - - - - - - - 
raq 6y 6 y 6 y i 28 - 99 og) 99 a, 1 - 94 - 31 81 82 80 - - 
reland - - - - - - 100 v 100v 100 v - - - - - - - - - - - 
srael - - - - - - 100 v 100v 100 v = = = = = = = = = = = 
italy - - - - - - 100 v 100v 100 v - ~ = = - - = = = = i 
Jamaica 3 3) 2 illex 8 x - 98 - - - - - - - 17 85 xy| 87 xy} 82 xy - 2y 
Japan - - - - - - 100 v 100v 100 v = - = = - - = = = = = 
Jordan i 2 1 0 8 - 99 eh) 99) - - - - 64 y 63 y 90 y 91 y 89 y - - 
azakhstan - - - 0 7 Ox 100 100 100 - - - - - 8 53 55 50 - - 
enya - - - 4 23 3 67 67 66 21 3 89 93 ay 45 - - - 2 4 
iribati - - - 3x] 20x 5x] 94x} 95x | 93x - - - - 65 x IIH 81 xy - - - - 
uwait - - - - - - - - - - - - - - - - - - - - 
yrgyzstan 16 18 14 12 0 98 98 98 - - - - - 22 57 60 54 - - 
Lao People's Democratic Republic 12 11 14 i 33) 11 73 73 73 - - - - 17 30 69 70 68 - - 
Latvia - - - - - - 100 v 100v 100 v - - - - - - - - - - - 
Lebanon - - - x 6 x - 100 x 100 x 100 x - - - - - 22 xy 82xy 82xy) 82 xy = = 
Lesotho - - - 7 | 43 42 44 - - - - 49 48 - - - - - 
Liberia 14 il) 13 9 36 5 2y| 25y | 24y 44 - - 5D 29 45 90 xy) 90xy) 90 xy - 4x 
Libya - - - - - - - - - - - - - - - - - - - - 
Liechtenstein - - - - - - 100v  100v 100 v - - - - - - - - - - - 
Lithuania - - - - - - 100 v 100v 100 v - - - - - - - - - - - 
Luxembourg - - - - - - 100 v 100v 100 v = = = = = = s = = = = 
adagascar - - - 12 4 13 83 83 83 - - - - 44 47 - - - - - 
alawi 19 20 19 9 42 i 6 y 6 y 5y - - - - 24 21 72 73 72) - 4 
alaysia - - - - - - - - - - - - - - - 71y 74 y 67 y - - 
aldives - - - 0x 4x ee] Belo |) Bese | Spey - - - - 33 y 35 y - - - - - 
ali 37 40 35 18 50 3 87 88 87 83 73 22 x 14 54 68 73 fe B - - 
alta - - - - - - 100 v 100v 100 v = = = = = = = = = = = 
arshall Islands - - - 6x 26x 12x 84 85 82 - - - - 71 x 47 x - - - - - 
auritania WE | Wee asia | ale Sy 2 66y  66y 66y_ 67 51 19 x 50 18 26 80 80 80 - - 
auritius - - - - - - - - - - - - - - - - - - - - 
exico 5 6 4 4 26 - 95 96 95) - - - - - 6 63 63 63 - - 
icronesia (Federated States of) - - - - - - - - = - - - - - - - - - - - 
onaco - - - - - - 100 v 100v 100 v = = = = = = Ss = = = = 
ongolia 17 18 15 0 5 3 99 99 99 - - - - 9x 14 x 49 52 46 - - 
ontenegro g 10 9 1 5 0 99 100 99 - - - - 5 Z 69 1) 66 - - 
ontserrat - - - - - - 100 y 100y 100 y - - - - - - - - - - - 
orocco - - - ise) “eles - 96 y - - - - - - - 64 x 91 xy} 92 xy} 90 xy - - 
ozambique - - - 7 53 10 55 54 56 - - - - 21 14 - - - 0 2 
yanmar - - - 2 16 5 81 82 81 - - - - 57 53 77 y 80 y 75 y - 1 
amibia - - - 2 7 | 78 y - - - - - - 30 28 - - - - 1 
auru - - - DIE || PAPE || eee || Yel - - - - - - - - - - - - - 
epal 22 20 23 7 40 10 56 57 55 - - - - 31 33 82 83 81 - 3 
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Child labour (%)* 
2010-2018" 


Child marriage (%)* 


2012-2018 


female 


male 


Birth registration (%)* 
2010-2018* 


Female genital mutilation (%)* 
2010-2018" 


prevalence attitudes 


want the 
practice to stop® 


Justification of 
wife-beating 
among 
adolescents (%)* 
2012-2018" 


Violent discipline (%)* 
2012-2018* 


Sexual violence 
in childhood (%) 
2012-2018" 


Countries ; 
married | married | married 
and areas total | male | female] by15 | by18 | by18 | total | male | female women’) girls? | male |female| male | female | total male | female | male | female 


etherlands - - - 
ew Zealand - - - 
icaragua - - - 
iger 34y > 34y 34y 
igeria Sil 32, 31 
iue - - - 
orth Macedonia By By Ty 
orway - - - 
Oman - - - 
Pakistan - - - 
Palau - - - 


Panama = = 2 
Papua New Guinea = 2 z 
Paraguay 18 20 13 
Peru 15 14 15 
Philippines = = = 
Poland = = = 
Portugal - S = 
Qatar ee: = = 
Republic of Korea - = - 
Republic of Moldova = = 2 
Romania = = = 
Russian Federation = = = 
Rwanda 
Saint Kitts and Nevis = 3 = 
Saint Lucia 3y 5y 2y 
Saint Vincent and the Grenadines - - - 
Samoa = oe z 
San Marino = = a 
Sao Tome and Principe 18 17 19 
Saudi Arabia = ah - 
Senegal 23 27 19 
Serbia 7 8 6 
Seychelles x a ss 
Sierra Leone 
Singapore = S = 
Slovakia = = am 
Slovenia = > = 
Solomon Islands I7y 
Somalia 
South Africa 4y| 4y 3y 
South Sudan = S 2 
Spain = S = 
Sri Lanka - 
State of Palestine gy 
Sudan 18 20 16 
Suriname 4y Ay Ay 
Sweden = = & 
Switzerland = = = 
Syrian Arab Republic - = a 
ajikistan = S = 
hailand = 7 = 
imor-Leste = = a 
ogo 23 23 22 
okelau = = = 
onga = = = 
trinidad and Tobago 1 ll 

unisia 2y 3y ly 
urkey = = z 
urkmenistan 0 0 0 
urks and Caicos Islands = = & 


uvalu - - - 
Uganda 18 7 19 


10 35) 
28 76 
18 44 
iliex Tiex 
| 4 
3 21 
7 26 
Se | HA) ¥ 
4 22 
g 19 
2 7 
0 4 
0 12 
0 7 
| 8 
| 11 
8 35 
8 29 
0 3} 
13 30 
6 21 
8x 45x 
iliex Gax 
9x} 52x 
| 0 
| 5 
12 34 
Bik | iS 
3x 3x 
0 9 
4 23 
3 5 
6 22 
0 6 
ae | las 
0 2 
i 15 
0 6 
Ox 0x 
34 


19 


100 v 
100 v 


100 v 
100 v 


100 v 
100 v 


100 100 100 
100 v 100 v 
100 y 100 y 


34 34 33 


89 y - - 
35 35 36 
100 v | 100 v | 100 v 
97x | 97x | 97x 
96 - - 
67 69 66 
99 99 99 
100 v | 100 v 100 v 
100 v | 100 v | 100 v 
96x | 96x 96x 
96 96 96 
100 y 100 y 100 y 
60 60 61 


99 99 100 
Sly | G8 y | 99% 
100 100 100 
50x | 49x 51x 
32 22 32 


- 19 xy 
4 54 
25) 30 

- 14 x 

- 10 
58 py} 51 y 

- 9 

- 7 

- 12 
22 6 y 
14 13 
24 45 

- 15 
28 34 
19 24 
43 48 

- 2 
29 44 
60 78 

- 75 xy 
14 if 

- 72 x 

- 54 xy 

- 36 

- 19 x 

- 44 

9 9 
48 69 
19 26 
29 27 

- 8 x 

- 27 

- 10 

- 7 
83 x 69 x 
53 58 


50 y 53 y 46 y 
76 y Tly 74 y 
68 y 71 y 64 y 


86 xy) 87 xy) 85 xy 


89 xy) 9Oxy 88 xy 


81 81 80 
TT XY | 79X75: xy. 
93 y 94 y 92 y 
37 y 39 y 34 y 
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TABLE 11. CHILD PROTECTION 


Female genital mutilation (%)* 
2010-2018" 


prevalence 


; : Justification of 
Child marriage (%)* wife-beating 


2012-2018 


among Sexual violence 
Child labour (%)* Birth registration (%)* wantthe adolescents (%)* Violent discipline (%)* — jin childhood (%) 
2010-2018" Sania ale 2010-2018* practice to stop®| 2012-2018" 2012-2018* 2012-2018" 


Countries ; : 
married | married | married 
and areas total | male |female| by15 | by18 | by18 | total | male | female |women®| girls’ | male |female| male | female | total male | female | male | female 


attitudes 


Ukraine 3 y 3y 3 y 0 9 4 100 100 100 - - - - 2 2 61 y 68 y 55 y - 2x 
United Arab Emirates - - - - - - 100 y 100 y 100 y - - - - - - - - - - - 
United Kingdom - - - - - - 100 v 100v 100 v = - = - - - = - = = = 
United Republic of Tanzania 24 25 24 5 31 4 26 28 Zo 10 0 89 x 95 50 59 - - - - it 
United States - - - - - - 100 v 100v 100 v - - - - - - - - - - - 
Uruguay 4 a 3 25 - 100 100 100 - - - - - 2 55 y 58 y 51 y = = 
Uzbekistan - - - 0x 7x 71x  100x 100 x | 100 x - - - ~ 63 x 63 x = - = - 
Vanuatu 16y) 15y 16 y 3 21 5 43y  44y) 43y - - - - 63 56 84 y 83 y 84 y - - 
Venezuela (Bolivarian Republic of) - - - - - - 81 y = - - - - - - - - - - - - 
Viet Nam 13 13 14 1 1 3x} 96 96 96 - - - - - 28 68 a 65 - - 
Yemen - - - 9 32 - 31 31 30 19 15 - fe - 49 79 y 81 y Tl y - 
Zambia Za 23 23 6 31 2 11 12 11 - - - - 4) 49 - - - - 5 
Zimbabwe - - - 4 32 1 38 - - - - - - 49 54 63 63 62 - 6 
SUMMARY 
East Asia and Pacific - - - Hi - - - - - - - - - - - - - - - 
Europe and Central Asia - - - - - - 100 100 100 - - - - - - - - - - 
ne Europe and Central ie _ ~ rn » 99 99 99 _ = = x _ " 7 = = . 7 
Western Europe - - - - - - 100 100 100 - - - - - - - - ~ - - 
Latin America and Caribbean - - - 4 25) - 94 - - - - - - - - - - - - - 
Middle East and North Africa 5 5 4 4 18 - 92 92 92 - - - - - 44 87 88 86 - 
North America - - - - - - 100 100 100 - - - - - - - - - - - 
South Asia - - - 8 30 4 65 65 65 - - - - 39 42 - - - - 2 
Sub-Saharan Africa 29 24 29 12 ay 4 46 45 44 35 13 - 73 36 44 81 82 81 - 6 
Eastern and Southern Africa 27 27 26 9 34 5 40 36 35 42 11 - 81 35 44 - - - ~ 5 
West and Central Africa 31 30 31 15 40 4 ng 53 52 29 15 68 66 37 45 83 84 82 - 6 
Least developed countries 29 29 29 12 39 6 40 40 40 - - - - 43 48 80 81 79 - 5 
World - - - 5 21 - 73 75 14 - = - - 37 38 - - - - - 


For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
It is not advisable to compare data from consecutive editions of The State of the World's Children. 


DEFINITIONS OF THE INDICATORS 


Child labour — Percentage of children 5-17 years old involved 
in child labour at the moment of the survey. A child is 
considered to be involved in child labour under the following 
conditions: (a) children 5-11 years old who, during the 
reference week, did at least one hour of economic activity and/ 
or more than 21 hours of unpaid household services, (b) 


MAIN DATA SOURCES 


Child labour — Demographic and Health 
Surveys (DHS), Multiple Indicator Cluster 
Surveys (MICS) and other national 
surveys. Last update: March 2019. 


Child marriage — DHS, MICS and other 


Female genital mutilation (FGM) — (a) Women: percentage 
of women 15-49 years old who have undergone FGM; (b) girls: 
percentage of girls 0-14 years old who have undergone FGM 
(as reported by their mothers); (c) want the practice to stop: 
percentage of women and men 15-49 years old who have 


Justification of wife-beating among 
adolescents — DHS, MICS and other 
national surveys. Last update: August 
2019. 


Violent discipline — DHS, MICS and 


children 12-14 years old who, during the reference week, did 
at least 14 hours of economic activity and/or more than 21 
hours of unpaid household services, (c) children 15-17 years 
old who, during the reference week, did at least 43 hours of 
economic activity. 


Child marriage — Percentage of women 20-24 years old who 
were first married or in union before they were 15 years old; 
percentage of women 20-24 years old who were first married 
or in union before they were 18 years old; percentage of men 
20-24 years old who were first married or in union before they 
were 18 years old. 


Birth registration — Percentage of children under age 5 who 
were registered at the moment of the survey. The numerator of 


heard about FGM and think the practice should stop. 


Justification of wife-beating among adolescents — 
Percentage of girls and boys 15-19 years old who consider a 
husband to be justified in hitting or beating his wife for at least 
one of the specified reasons, i.e., if his wife burns the food, 
argues with him, goes out without telling him, neglects the 
children or refuses sexual relations. 


Violent discipline — Percentage of children 1-14 years old 
who experience any violent discipline (psychological 
aggression and/or physical punishment) in the past month. 
Sexual violence in childhood — Percentage of women 

and men 18-29 years old who experienced sexual violence by 
age 18. 


Female genital mutilation — DHS, MICS 


national surveys. Last update: (female) 
March 2019; (male) August 2019. 


Birth registration — DHS, MICS, other 


national surveys, censuses and vital 


registration systems. Last update: March 


2019. 


and other national surveys. Last update: 
(a) March 2019; (b, c) August 2019. 


NOTES 


Data not available. 


other national surveys. Last update: March 
2019. 

Sexual violence in childhood — DHS 
and other national surveys. Last update: 
March 2019. 


If they fall within the noted reference 


this indicator includes children reported to have a birth p Based ne a aay Sane ceerenede 
certificate, regardless of whether or not it was seen by the (typically unweighted cases). avaranes 
interviewer, and those without a birth certificate whose mother No data based on fewer than 25 a ; 
or caregiver says the birth has been registered. unweighted cases are displayed. A more detailed explanation of the 
v_ Estimates of 100% were assumed methodology and the changes in 
given that civil registration systems calculating these estimates can be 
in these countries are complete and found in the General Note on the 
all vital events (including births) are Data, page 180. 
registered. Source: United Nations, Data refer to the most recent year 
Department of Economic and Social available during the period specified 
Affairs, Statistics Division, last in the column heading. 
update December 2017. Italicized data are from older 
x Data refer to years or periods other sources than data presented for other 
han those specified in the column indicators on the same topic within 
heading. Such data are not included this table. Such discrepancies may be 
in the calculation of regional and due to an indicator being unavailable 
global averages. in the latest data source, or to the 
y Data differ from the standard defini- databases for each indicator having 
ion or refer to only part of a country. been updated as of different dates. 
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TABLE 12. SOCIAL PROTECTION AND EQUITY 


Mothers with 
newborns 
receiving cash 
benefit (%) 
2010-2018* 


Countries 
and areas 


Proportion of 
children covered 
by social 
protection 
2010-2018* 


Distribution of social protection benefits 
(%, 2010-2016*) 


Share of household income 
(%, 2010-2018*) 


bottom 40% 


top 20% 


bottom 20% 


Gini 
coefficient 
2010-2018* 


Palma index 
of income 
inequality 
2010-2018* 


GDP per 
capita 
(current US$) 
2010-2018* 


Afghanistan - 
Albania 
Algeria 
Andorra - 
Angola - 
Anguilla - 
Antigua and Barbuda 
Argentina 

Armenia 

Australia - 
Austria 
Azerbaijan 
Bahamas - 
Bahrain 
Bangladesh 
Barbados - 
Belarus - 
Belgium 
Belize - 
Benin - 
Bhutan - 
Bolivia (Plurinational State of) 
Bosnia and Herzegovina - 
Botswana - 
Brazil 
British Virgin Islands - 
Brunei Darussalam - 
Bulgaria 
Burkina Faso 0.4 
Burundi - 
Cabo Verde - 
Cambodia 15 
Cameroon 0.6 
Canada 
Central African Republic - 
Chad - 
Chile 
China 
Colombia - 
Comoros - 
Congo - 
Cook Islands - 
Costa Rica - 
Cote d'Ivoire - 
Croatia 
Cuba - 
Cyprus 
Czechia 
Democratic People's Republic of Korea - 
Democratic Republic of the Congo - 
Denmark 
Djibouti - 
Dominica - 
Dominican Republic - 
Ecuador 
Egypt 
El Salvador - 
Equatorial Guinea - 
Eritrea - 
Estonia 
Eswatini - 
Ethiopia - 
Fiji - 
Finland 


bottom 40% top 20% bottom 20% 
28.2 30.3 135 
16.7 39.6 6.7 
art 23.1 178 
29.4 32.4 17.3 
20.0 527 87 
37.3 21.8 6.9 
40.4 32.5 8.9 
16.5 | 411 13 
29.3 37.3 45 
278 | 29.0 18 
28.5 28.6 28 
12.6 Bilt 42 

3.8 69.5 15 
8.7 46.9 0.1 
29 59.4 07 
152 45.7 1.6 
17.1 48.8 76 
9.2 51 3.0 
6.7 fou 3.0 
13:1 61.2 53 
16.3 52.8 6.6 
2g 30.5 13.1 
8.2 63.9 3.4 
22.3 43.3 10.3 
20.4 44.6 8.5 
14.0 61.6 67 
15.6 53.5 12 
m2 70.9 24 
24.7 36.9 137 
22.8 34.3 95 


2 37.2 
15.3 46.0 
20.8 42.4 
18.8 43.0 
21.1 38.4 
21.0 a4 
24.1 35.5 
22.6 36.5 

7 52.1 

= 44.4 

= 40.7 

- 58.5 

5 57.8 
178 43.9 

= 44.3 

2 46.3 

2 517 
18.9 40.7 

2 48.8 

= 52.9 
17.0 45.4 
12.4 54.8 

Z 50.4 

£ 53.7 
12.8 54.0 

= 47.8 
20.4 38.4 
20.0 42.1 
24.4 35.9 

z 48.4 
23.3 37.7 

2 476 
13.9 51.5 
14.1 50.1 
21.9 M5 
174 44.7 
20.0 40.4 
17.6 46.7 

= 447 
23.4 36.7 


- 556.3 
- 4532.9 
- 4048.3 
- 39134.4 
ze 4095.8 
- 15824.7 
24 14591.9 
1.2 3914.5 
- 54093.6 
- 47380.8 
- 4147.1 
- 31857.9 
- 23715.5 
ils 564.0 
- 16327.6 
0.9 5761.7 
- 43507.2 
- 4956.8 
- 827.4 
1.8 3390.7 
- 3351.1 
- 5394.6 
- 7893.7 
43 9880.9 


= 28572.1 
- 8228.0 
18) 642.0 
- 293.0 
- 3295.3 
1.5 1385.3 
- 1421.6 
- 45069.9 
- 471.6 
- 664.3 
oe) 15037.4 
2.1 8759.0 
45 6375.9 
- 1312.4 
- 1702.6 
3.3 11752.5 
- 1557.2 
- 13383.7 
- 8541.2 
- 25760.8 
- 20379.9 


- 467.1 
- 57218.9 
- 1953.9 
- 6951.3 

27 7222.6 

3.1 6213.5 
- 2440.5 

3.0 3902.2 
- 9738.4 
- 811.4 
- 20200.4 

a5 3941.9 

14 768.0 

22 6006.4 
- 45804.7 
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Proportion of 
children covered 
by social 
protection 
2010-2018* 


Distribution of social protection benefits 
(%, 2010-2016*) 


Share of household income 
(%, 2010-2018*) 


bottom 40% bottom 20% 


top 20% 


bottom 20% 


TABLE 12. 
Mothers with 
newborns 
Countries her, ae 
and areas 2010-2018" 
France 100.0 
Gabon - 
Gambia - 
Georgia 24.0 
Germany 100.0 
Ghana 417 
Greece 100.0 
Grenada - 
Guatemala 14.0 
Guinea - 
Guinea-Bissau - 
Guyana - 
Haiti - 
Holy See - 
Honduras - 
Hungary 100.0 
Iceland 100.0 
India 41.0 
Indonesia - 
Iran (Islamic Republic of) 14.0 
Iraq - 
Ireland 100.0 
Israel - 
Italy 100.0 
Jamaica - 
Japan - 
Jordan - 
Kazakhstan 44.6 
Kenya - 
Kiribati - 
Kuwait - 
yrgyzstan 23.8 
Lao People's Democratic Republic - 
Latvia 100.0 
Lebanon - 
Lesotho - 
Liberia - 
Libya - 
Liechtenstein 100.0 
Lithuania 100.0 
Luxembourg 100.0 
jadagascar - 
alawi - 
jalaysia - 
jaldives - 
ali - 
alta 100.0 
arshall Islands - 
auritania - 
auritius - 
lexico 9.6 
icronesia (Federated States of) - 
lonaco - 
ongolia 100.0 
ontenegro - 
ontserrat - 
orocco - 
lozambique 0.2 
yanmar 0.7 
amibia - 
Nauru - 
epal - 
etherlands 100.0 
ew Zealand - 


76 58.7 3.4 
39.8 19.0 20.4 

3.0 48.3 07 

a5) 83.2 1.0 

76 94.3 41 

0.4 O73 0.0 
16.6 61.4 76 
42.9 16.5 22.3 
63.2 41 35.5 
Mi\ 15 41.5 chi 
29.0 34.1 14.6 
as 38.8 12.2 
23.6 37.9 10.7 
30.9 31.3 14.6 
31.0 30.2 55 
35.1 19.5 5.4 
CuLSS) ZnS) 20.8 
39.9 18.9 20.2 
Weil 38.5 11.0 
22.9 37.2 10.2 
37.0 27.3 18.7 

6.1 67.0 0.4 
18.2 42.7 JET, 
26.6 35.6 12.0 
16.4 58.2 Us 
33.0 24.9 15.2 
24.1 37.6 10.5 
13.4 55.6 5.3 
17.1 47.7 5.9 


bottom 40% top 20% 

20.7 40.9 
é& 44.4 
19.0 43.6 
174 44.5 
20.7 39.7 
- 48.6 
Vey 418 
- 53.6 

- 415 
12.8 56.7 
= 47.1 
11.0 54.6 
21.1 38.4 
232 37.3 
- 44.4 
175 45.2 
- 46.7 

- 38.5 
20.9 40.2 
15.9 44.2 
18.0 41.3 
20.3 42.4 
23.4 37.4 
- 475 
23.6 37.4 
- 44.6 
19.4 41.5 
- 40.0 
9.6 58.2 
- 42.8 
17.7 44.1 
19.3 41.0 
157 49.4 
16.2 51.7 
- 47.3 
21.9 38.1 
- 40.2 

- 43.9 
15.5 50.1 
- 46.0 
20.4 40.6 
20.8 40.5 
- 47.0 

- 59.5 

- 45.7 

- 63.7 
20.4 415 
22.8 373 


Palma index GDP per 
Gini of income capita 

coefficient inequality | (current US$) 
2010-2018* | 2010-2018* | 2010-2018* 
32.7 - 38679.1 
38.0 - 7212.5 
sag - 672.8 
37.9 2.1 4045.4 
hl - 44681.1 
43.5 - 2025.9 
36.0 - 18883.5 
- - 10163.6 
48.3 - 4470.6 
33.7 - 821.7 
50.7 - 736.7 
- - 4586.1 
41.1 - 765.6 
50.5 by, 2432.9 
30.4 - 14278.9 
278 - 71314.8 
35.7 1.4 1981.5 
38.1 ie 3836.9 
40.0 - 5627.7 
Zo5 - 5143.7 
31.8 - 68941.8 
38.9 - 40543.6 
35.4 - 32155.2 
- - 5060.5 

- - 38332.0 
33.7 1) 4168.6 
27.5 11 9030.3 
40.8 - 1568.2 
- - 1625.6 

- - 29474.5 
27.3 1.3 1242.8 
36.4 - 2423.8 
34.2 14 15684.6 
31.8 - 7838.3 
54.2 - 1232.8 
35.3 - 698.7 
- - 5792.1 

- - 165028.2 
37.4 - 16809.6 
33.8 - 104498.7 
42.6 2.3 448.4 
447 23) 356.7 
41.0 2.6 10117.6 
- - 9801.6 

- 1.3 828.6 
29.4 - 27241.1 
- - 3516.7 
32.6 - 1161.8 
35.8 - 10484.9 
43.4 2 9281.1 
40.1 - 3018.4 
- - 166726.1 
32.3 - 3671.9 
SIS 1.0 7784.1 
39.5 - 3036.2 
54.0 - 4416 
38.1 - 1249.8 
59.1 - 5646.5 
- - 8844.4 
32.8 1.3 900.6 
28.2 - 48482.8 
- - 42260.1 
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TABLE 12. SOCIAL PROTECTION AND EQUITY 


Mothers with 
newborns 
receiving cash 
benefit (%) 
2010-2018* 


Countries 
and areas 


Proportion of 
children covered 
by social 
protection 
2010-2018* 


Distribution of social protection benefits 
(%, 2010-2016*) 


Share of household income 
(%, 2010-2018*) 


Gini 
coefficient 
2010-2018* 


Palma index 
of income 
inequality 
2010-2018* 


GDP per 
capita 
(current US$) 
2010-2018* 


Nicaragua - 


Niger - 
Nigeria 0.1 
Niue - 
North Macedonia 
Norway 

Oman - 
Pakistan - 
Palau - 
Panama - 
Papua New Guinea - 
Paraguay 3.0 
Peru - 
Philippines 11.0 
Poland 
Portugal 
Qatar - 
Republic of Korea - 
Republic of Moldova 
Romania 

Russian Federation 63.0 


Rwanda - 
Saint Kitts and Nevis - 
Saint Lucia - 
Saint Vincent and the Grenadines - 
Samoa - 
San Marino - 
Sao Tome and Principe - 
Saudi Arabia - 
Senegal - 
Serbia - 
Seychelles - 
Sierra Leone - 
Singapore 
Slovakia 
Slovenia 96.0 
Solomon Islands - 
Somalia - 
South Africa - 
South Sudan 
Spain 

Sri Lanka - 
State of Palestine - 
Sudan - 
Suriname 

Sweden 

Switzerland 

Syrian Arab Republic - 
Tajikistan 59.5 
hailand - 
Timor-Leste - 
Togo - 
Tokelau - 
Tonga - 
Irinidad and Tobago - 
Tunisia - 
Turkey - 
Turkmenistan - 
urks and Caicos Islands - 


uvalu - 
Uganda - 
Ukraine 100.0 
United Arab Emirates 
United Kingdom 

United Republic of Tanzania 03 


bottom 40% top 20% bottom 20% 
93 56.1 25 
12.2 51.6 55 
8.7 68.6 22 
11.9 58.2 5.1 
14.3 55.1 Be 
33.0 52.4 45 
11.8 61.2 46 
10.3 paz 5.4 
26.1 46.7 12.9 
26.1 30.0 1S 
36.5 20.8 153 
25.1 32.3 9.6 
28.8 23.8 O15 
27.0 42.9 122 
25.1 42.2 11.0 
a0 66.3 1.2 
30.1 28.0 13.4 
ES) 18.4 10.5 
371 31.6 18.5 
7.1 55.9 3.9 
15.7 49.3 6.0 
39:3 A 18.8 
33.0 228 18.0 
35.3 25.8 17.0 
175 48.9 84 
8.8 88.0 ue 
23 86.2 0.0 
5.0 44.9 0.0 
37.3 19.7 19.8 
16.7 38.7 6.1 
14 68.2 0.9 
32.0 25.7 14.0 
7A) 70.8 31 


bottom 40% top 20% bottom 20% 
- 521 5 

- 42.4 78 
17.3 41.1 5.6 
23.1 36.5 9.0 
21.1 42.8 8.9 
11.5 54.2 34 
13.2 54.0 46 
14.4 48.4 47 
- 47.3 6.6 
218 39.5 85 
18.7 42.7 6.7 
20.3 39.0 73 
24.1 36.1 10.0 
16.9 40.7 Bl 
18.0 45.3 6.9 
15.8 50.8 6.0 
= 46.4 6.8 
2.1 39.5 84 
- 46.9 6.1 
225 37.7 9.0 
- 53.0 5.4 

- 42.4 79 
23.1 35.0 8.5 
24.1 35.1 9.6 
= 44.6 7.0 
72 68.2 24 
175 42.1 5.8 
= 47.6 70 
122 41.1 73 
22.1 37.6 8.2 
20.3 40.2 78 
- 47 74 
18.4 44.1 73 
e 38.4 9.4 

- 48.6 5.0 

- 45.4 68 
20.1 40.9 78 
15.6 48.3 oo 
17.4 46.4 6.6 
- 49.8 6.1 
24.5 35.1 10.1 
19.7 40.6 15 
= 45.8 74 


2168.2 
375.9 
1968.6 


5417.6 
75704.2 
15170.4 

1466.8 
16274.9 
15166.1 

2640.2 

5680.6 

6700.8 

2981.9 
13861.1 
21291.4 
61264.4 
29742.8 

2724.5 
10793.0 
10750.6 

762.5 


7149.6 
4307.8 
48494.6 
1811.0 
20803.7 
1367.2 
6284.2 
15683.7 
499.4 
60297.8 
17579.3 
23449.6 
2077.1 
488.6 
6120.5 
283.5 
28208.3 
4104.6 
3254.5 
3015.0 
5379.1 
53253.5 
80333.4 


806.0 
6578.2 
2000.6 

619.1 


4217.5 
16076.1 
3494.3 
10499.7 
6587.1 
25933.6 
3572.6 
631.5 
2640.7 
40325.4 
39932.1 
1004.8 
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TABLE 12. SOCIAL PROTECTION AND EQUITY 
Mothers with Proportion of | Distribution of social protection benefits Share of household income 
newborns children covered (%, 2010-2016*) (%, 2010-2018*) Palma index GDP per 
Countries receiving cash by social Gini of income capita 
benefit (%) protection coefficient inequality | (current US$) 

and areas 2010-2018* 2010-2018* bottom 40% top 20% bottom 20% | bottom 40% top 20% bottom 20% | 2010-2018* | 2010-2018* / 2010-2018* 
United States - - - - - 15.2 46.9 5.0 41.5 - 59927.9 
Uruguay 100.0 66.2 eg) 50.7 a2 16.5 45.8 og 3015 25 16437.2 
Uzbekistan 16.0 22.0 - - - - - - - - 1826.6 
Vanuatu - - - - - 178 44.8 67 37.6 - 2976.1 
Venezuela (Bolivarian Republic of) - - - - - - - - - - 16054.5 
Viet Nam 44.5 - 10.6 54.4 37 18.8 42.5 6.9 308 - 2365.6 
Yemen - - - ~ - - 44.7 73 36.7 - 963.5 
Zambia - vA | ire 195 0.3 8.9 61.3 29 or 48 1534.9 
Zimbabwe - - 76 58.7 22 - 49.7 58 43.2 - 1602.4 
SUMMARY 
East Asia and Pacific 57.8 54 WAS} 44.5 8.2 17.3 45.1 6.6 38.2 2.0 10,092.7 
Europe and Central Asia 85.8 93.2 - - - 19.7 414 74 33.7 - 23,451.8 

Eastern Europe and Central Asia 62.8 84.1 26.8 29.0 10.5 18.9 43.1 es 35.4 1.6 8,000.9 

Western Europe 100.0 99.6 - - - 20.2 40.1 75 32.4 - 36,682.3 
Latin America and Caribbean 328) 62.8 13.3 56.6 BS) 14.5 bakZ. 44 478 3.6 9,271.8 
Middle East and North Africa 51.6 - - - - - 42.7 79 34.3 - 7,497.5 
North America 100.0 39.7 - - - 15.6 46.3 be 40.7 - 58,411.2 
South Asia 38.9 - - 25.7 18.5 21.0? 43.9 8.2 35.1 14 1,864.8 
Sub-Saharan Africa - - 13.9 56.5 5.6 14.1 49.7 5.8 43.1 28 1,625.3 

Eastern and Southern Africa - - 21.8 47.2 9.9 - 51.3 5.7 44.5 28 1,879.2 

West and Central Africa 47 - 8.5 62.8 2ai - 47.4 5.8 41.0 Za 1,365.2 
Least developed countries 11.1 17.1 14.2 56.7 5.8 8.5 46.0 69 38.5 17 1,113.8 
World 47.1 33.1 24.1 395 11.3 18.2 45.6 6.9 38.1 2.0 10,046.2 


For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
It is not advisable to compare data from consecutive editions of The State of the World's Children. 


DEFINITIONS OF THE INDICATORS 


Mothers with newborns receiving cash benefit (%) — 
Propor' 
ratio of women receiving cash maternity benefits to women 
giving birth in the same year (estimated based on age-specific 
ertility rates published in the UN's World Population Prospects 
or on the number of live births corrected for the share of twin 
and triplet births). 


Proportion of children covered by social protection — 
Proportion of children covered by social protection benefits: 
ratio of children/households receiving child or family cash 
benefits to the total number of children/households with 
children. 


Distribution of social protection benefits — Percentage of 
benefits going to the 1st quintile, bottom 40% and Sth quintile 
relative to the total benefits going to the population. Social 
protection coverage includes: providing social assistance 
hrough cash transfers to those who need them, especially 
children; benefits and support for people of working age in 
case of maternity, disability, work injury or for those without 
jobs; and pension coverage for the elderly. 


Share of household income — Percentage of income 
received by the 20 per cent of households with the highest 
income, by the 40 per cent of households with the lowest 
income and by the 20 per cent of households with the 
owest income. 


ion of women giving birth covered by maternity benefits: 


Gini coefficient — Gini index measures the extent to which 
the distribution of income (or, in some cases, consumption 
expenditure) among individuals or households within an 
economy deviates from a perfectly equal distribution. A Lorenz 
curve plots the cumulative percentages of total income 
received against the cumulative number of recipients, starting 
with the poorest individual or household. The Gini index 
measures the area between the Lorenz curve and a 
hypothetical line of absolute equality, expressed as a 
percentage of the maximum area under the line. Thus a Gini 
index of 0 represents perfect equality, while an index of 100 
implies perfect inequality. 
Palma index of income inequality — Palma index is defined 
as the ratio of the richest 10% of the population's share of 
gross national income divided by the poorest 40%s share. 


GDP per capita (current US$) — GDP per capita is gross 
domestic product divided by midyear population. GDP is the 
sum of gross value added by all resident producers in the 
economy plus any product taxes and minus any subsidies not 
included in the value of the products. It is calculated without 
making deductions for depreciation of fabricated assets or for 
depletion and degradation of natural resources. Data are in 
current US dollars. 


MAIN DATA SOURCES 


Mothers with newborns receiving 
cash benefit (%) — ILO World Social 


upda 


upda 


upda 


Distribution of 
benefits — The Atlas of Social Protection: 
ndicators of Resilience and Equity. Last 


Deve 
2019. 


e: July 20 


e: July 20 


e: May 20 


Protection Report, 2017-2019. Last 


9. 


Proportion of children covered by 
social protecti 
Protection Report, 2017-2019. Last 


ion — ILO World Social 


9, 
social protection 


9. 


Share of household income — World 


Gini coefficient — World Development 
Indicators. Last update: July 2019. 

Palma index of income inequality 
—The World Bank. Global Monitor Report, 
2014-2015. Last update: 2015. 

GDP per capita (current US$) — World 
Development Indicators. Last update: July 
2019. 


opment Indicators. Last update: July 


NOTES 


— Data not available. 


* 


Data refer to the most recent year 


available during the period specified 
in the column heading. 


t Excludes India. 
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Afghanistan 
Albania 


Algeria 

Andorra 

Angola 

Anguilla 

Antigua and Barbuda 
Argentina 

Armenia 

Australia 

Austria 

Azerbaijan 

Bahamas 

Bahrain 

Bangladesh 
Barbados 

Belarus 

Belgium 

Belize 

Benin 

Bhutan 

Bolivia (Plurinational State of) 
Bosnia and Herzegovina 
Botswana 

Brazil 

British Virgin Islands 
Brunei Darussalam 
Bulgaria 

Burkina Faso 


Burundi 
Cabo Verde 
Cambodia 
Cameroon 
Canada 
Central African Republic 
Chad 

Chile 

China 
Colombia 
Comoros 
Congo 

Cook Islands 
Costa Rica 
Cote d'Ivoire 
Croatia 
Cuba 
Cyprus 
Czechia 


Democratic People's Republic of 
Korea 


Democratic Republic of the Congo 
Denmark 

Djibouti 

Dominica 

Dominican Republic 

Ecuador 

Egypt 

EI Salvador 

Equatorial Guinea 

Eritrea 


Households 


Schools 


Health care facilities 


At least basic 
drinking water 
services (%) 
2017 


At least basic 
sanitation 
services (%) 
2017 


Basic hygiene 
facilities (%) 


2017 


Basic water services 
(%) 


2016 


Basic sanitation services 
(%) 


2016 


Basic hygiene services 
9 


% 


2016 


Basic 
water 
services 


Basic 
Basic waste 
sanita- | Basic man- 
tion | hygiene | agement 
services | services| services 
(%) (%) (%) 
2016 2016 2016 


ave || Ie} | tey/ 
91 92 «90 
94) 95) 89 
100 100 100 
Be) || Z| 27 
97 97 - 
97 =| = 
— 100 - 
100 100 100 
100 100 100 
100 100 100 
91 99 «82 
99 =| = 
100 7 - 
ey | BYE | 8 
98 =1)2 = 
962960598: 
100 100 100 
Rel] Se) | EY 
66 76 58 
S798: | 97: 
93 99 78 
Ch) Bey) RY 
90 | 97} 76 
98 100 90 
100 -| o- 
100 = = 
99 99 98 
48 80 35 
61 90 57 
87) 93) 76 
79, 97 73 
| | sb) 
99 100 99 
39) 70) 29 
100 100 100 
93 98 «686 
97 100 86 
80 88 «=77 
73 | 87 | 46 
00 -|o- 
00 100 100 
73, 88 = «58 
00 100 100 
9 97 90 
00 100 100 
00 100 100 
Shy || RY) | S00) 
43° 69 23 
00 100 100 
76 84 = 47 
97 «98 =~ 90 
94 100 83 
99 «9999 
Gy) || SE) | BY 
6 78 31 


asuozaess 
98 98 97 
88 90 82 
100 100 100 
50 64 23 
97 7K 
ol 
= 96 _ 
94 100 83 
100 - = 
100 100 100 
93 96 88 
yale 
100 - = 
48 51 47 
gy) -| - 
98 98 96 
99 99 99 
88 93 83 
16 27 8B 
69 73. «67 
61 72 36 
95 99 92 
7 89° 5 
88 93 60 
86 87. BA 
19° 39 «11 
46 4246 
74 80 62 
59 96 48 
39 56 18 
9g 99 99 
8 30 2 
100 100 100 
85 91 76 
90 93 76 
36 45.32 
20| 27| 6 
9g o- 
98 98 96 
32 48 18 
97 «98 95 
93 92 95 
99 100 98 
99 99 99 
83 90 72 
2 23 18 
100 100 100 
64 76 19 
84 86 74 
88 9183 
94 98 (91 
87. «91 «79 
66 70 57 


38 


64 


29 


e 


93 87 98 
100 100 100 
00 00 00 
00 100 00 
00 100 00 
74 73 87 
00 00 00 
00 100 00 
00 100 00 


42 39 - 
34 31 = 
16 16 - 
23 19 - 
55 = = 
100 100 100 


82 85 78 


51 = = 
100 100 100 
100 100 100 

51 40 61 


99 98 | 100 
100 100 100 
71 77 - 
00 100 00 
00 00 00 
00 00 00 
59 57 67 
00 00 00 
00 100 | 100 


96 96 = 
61 = = 
100 100 100 


70 68} 76 


34 = = 
100 100) 100 
100 +100 100 
9090 - 
83 83 = 
100 100 100 


98 oe) 
100 100 
00 00 
00 00 
00 00 
39 58 
100 00 
00 00 
00 00 
61 65 
18 = 
20 16 
49 40 
100 100 
68 76 
100 100 
100 100 
80 94 
100 100 
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Estonia 
Eswatini 
Ethiopia 
Fiji 

Finland 
France 
Gabon 
Gambia 
Georgia 
Germany 
Ghana 
Greece 
Grenada 
Guatemala 
Guinea 
Guinea-Bissau 
Guyana 
Haiti 

Holy See 
Honduras 
Hungary 
iceland 
ndia 
ndonesia 
Iran (Islamic Republic of) 
raq 

reland 


srael 

Italy 
Jamaica 
Japan 
Jordan 
Kazakhstan 
Kenya 
Kiribati 
Kuwait 
Kyrgyzstan 
Lao People's Democratic Republic 
Latvia 
Lebanon 
Lesotho 
Liberia 

Libya 
Liechtenstein 
Lithuania 
Luxembourg 
jadagascar 
alawi 
alaysia 
aldives 


ali 

alta 

arshall Islands 

auritania 

auritius 

lexico 

icronesia (Federated States of) 
onaco 

ongolia 

lontenegro 


Households 


Schools 


Health care facilities 


At least basic 
drinking water 
services (%) 


2017 


At least basic 
sanitation 
services (%) 


2017 


Basic hygiene 
facilities (%) 


2017 


Basic water services 


(%) 


2016 


Basic sanitation services 


(%) 


2016 


Basic hygiene services 
9 


% 


2016 


Basic 
water 
services 


Basic 
sanita- | Basic 
tion | hygiene 
services| services 
(%) (%) 
2016 2016 


Basic 
waste 
man- 
agement 
services 
(%) 
2016 


100 
69 
41 
94 

100 

100 


100 


100 


100 


82 


100 


100 


100 


100 


100 


100 
97 
80 
98 
00 
00 
90 
87 
00 
00 


99 


99 


100 


100 


100 


100 


99 
51 
20 
95 
99 
99 
49 
45 
95 


100 


100 


100 


100 


99 


100 


24 
8 


48 
23 


17 
4 


100 


100 100 100 


=|) 2) ae 
100 100 © 100 
100 100 © 100 


- - 20 
3 - 27 
= = 27 
100 100 100 
= = vhs) 


100 100 100 
73 23 63 


100 100 
100 100 
100 100 
83 80 
100 100 
76 = 
100 100 
72 79 
31 4) 
100 100 
100 100 
94 69 
100 100 
100 100 
92 95 
- 52 
72 61 
99 100 
17 20 
27 - 
27 26 
100 100 
75 = 
100 100 
70 63 


100 


100 100 
5 7 
100 100 
100 100 
100 100 
100 100 
5) 21 
100 100 
55 O53 
43 «40 
100 100 
100 100 
94 «Bg 
100 100 
- 100 
100 100 
346 
99100 
36 = 
100 100 
4466 


100 


- 100 
59 - 
1 = 
100 100 
16 = 
<] 36 
15 80 
85 100 


100 


64 
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Montserrat 
orocco 
ozambique 
yanmar 
amibia 

jauru 

epal 
etherlands 
ew Zealand 
icaragua 
iger 

igeria 

iue 

orth Macedonia 
orway 
Oman 


Pakistan 

Palau 

Panama 

Papua New Guinea 
Paraguay 

Peru 

Philippines 

Poland 
Portugal 
Qatar 
Republic of Korea 
Republic of Moldova 
Romania 

Russian Federation 


Rwanda 
Saint Kitts and Nevis 
Saint Lucia 

Saint Vincent and the Grenadines 
Samoa 

San Marino 

Sao Tome and Principe 
Saudi Arabia 

Senegal 

Serbia 

Seychelles 

Sierra Leone 
Singapore 

Slovakia 

Slovenia 

Solomon Islands 
Somalia 

South Africa 

South Sudan 

Spain 

Sri Lanka 

State of Palestine 
Sudan 

Suriname 

Sweden 

Switzerland 

Syrian Arab Republic 
Tajikistan 

Thailand 

Timor-Leste 


Households 


Schools 


Health care facilities 


At least basic 
drinking water 
services (%) 


2017 


At least basic 
sanitation 
services (%) 


2017 


Basic hygiene 
facilities (%) 


2017 


Basic water services 
(%) 


2016 


Basic sanitation services 
(%) 


2016 


Basic hygiene services 
9 


% 


2016 


Basic 
water 
services 


Basic 
sanita- 
tion 
services 


Basic 
hygiene 
services 

(%) 
2016 


Basic 
waste 
man- 
agement 
services 
(%) 
2016 


87 
56 
82 
83 
99 
89 
100 
100 


100 
100 
100 


100 


100 
100 


100 


97 
84 
93 
96 
99 
89 
100 
100 


100 


100 
100 


100 


71 
40 


100 


100 
100 


100 


89 
29 
64 
35 


100 
100 
100 


100 


100 


94 
52 
76 
51 
66 
67 
98 
100 
84 
44 
48 


100 
100 


100 


100 
100 


82 2B 91 
71 71 = 
76 - - 


100 100 100 
100 100 100 
100 100 100 
92 = = 
57 52 81 


100 

100 100 100 
100 100 100 
100 100 100 
44 39 51 
84 79 100 
99 99 100 
100 100 100 
- - 100 
32 32 - 
72 63 91 
100 100 100 
62 = = 
100 100 100 
100 100 100 
100 100 100 


70 +70 eS 
4848 = 
46 = “ 


100 100 100 
43 43 = 
21 18 - 

100 100 100 

100 100 100 
82 82 - 
45 44 69 
TT 77 - 
68 70 72 
39 33 68 

100 100 100 

100 100 100 

100 100 100 
94 100 100 


99 99 
100 100 100 
76 23 100 


100 100 100 
12 = = 
100 100 100 
100 100 100 
100 100 100 


100 


15 - 
100 100 
14 = 
100 100 
100 100 
10 «14 
4930 
100 100 
100 100 
100 100 
100} 100 
45 OST 
79 100 
99100 
100 100 
2 10 
66 OS 
100 100 
100 100 
100 100 
100 100 
100 100 
2, 2g 
100 100 
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Households 


Schools 


Health care facilities 


At least basic 


At least basic 


drinking water sanitation Basic hygiene | Basic water services 
services (%) services (%) facilities (%) (%) 
2017 2017 2017 2016 


Basic sanitation services 


(%) (% 


2016 2016 


Basic hygiene services 
9 


Basic 
Basic waste 
Basic | sanita- | Basic man- 


water tion | hygiene jagement 

services | services| services | services 
(%) (%) (%) (%) 

2016 2016 


Togo 65 89 48 16 
okelau 100 -—| 100) 97 
onga 100 100 100 93 
rinidad and Tobago 98 - =5| 293 
Tunisia 96 100 89 91 
Turkey Gey] Gi) |) ela) | Sy 
urkmenistan 99 100 98 99 
urks and Caicos Islands 94 - —| 88 
uvalu 99 100 99 84 
Uganda 49| 75| 41) 18 
Ukraine 94 91 99 96 
United Arab Emirates 98 - —| 99 
United Kingdom 100 100 100 99 
United Republic of Tanzania 57) 86543530 
United States 99 100 97 100 
Uruguay ge} | iol) | Se | ey 
Uzbekistan 98 100 96 100 
Vanuatu 91 | 100) 88} 34 
Venezuela (Bolivarian Republic of), 96 - — | 94 
Viet Nam 9 | 99 93) 4 
Yemen 63 | 79 | 55) 59 
Zambia 60) 84) 42) 26 
Zimbabwe 64 94 50 36 
SUMMARY 
East Asia and Pacific 93 | 98| 86) 84 
Europe and Central Asia 98 99 97 97 
ree Europe and Central 96 97 94 9A 
Western Europe 100 100 100 99 
Latin America and Caribbean S799) 88) 187, 
Middle East and North Africa 94 97 88 9 
North America SON O08 97.100 
South Asia 92. 96 91 59 
Sub-Saharan Africa 61| 84) 46] 3 
Eastern and Southern Africa 58 85 44 3 
West and Central Africa 64 | 84) 48] 30 
Least developed countries 65 84 55 34 
World 90) 97) 81) 74 


2a 7 10/20) 4° =| -| = 23 
2 Be sl = =: = 
| 92} -| -| -| -| = - 2 
9 81 79 90 54 70 70 = 9g 
in| aol) =| =| =i = =| = = 


83 8 - - - = 2 - 
28) 16 «21 «34 «17~—«B =) = 79 
g7) 94) -| -| -| -| - = 2 
go99 = = - 7 = 
43) 24| 48| 63| 40) - =| — 4 47 
100 100 - - - 100 100 100 100 
| | =| =| =) ei = = 83 
100 100 - - - 90 90 89 92 


gi) ) =| =| =) =| @ = = 
9 9 - - - 97 99 38 95 

P|] =| si =i) =] = = = 
99 99 - - - 100 100 100 100 
Sin cot es eo =| = 78 
9% 82 8 - 7. 73 - 80 81 
100| 100) =| =| =| i100) 100) 100) 100 


70; 53 57) 77) 46 68 66 i 71 


| = = = = 


99 - =| = 
S = 37 z 

= - 83 
47 = | 
100 100 100 100 
83 = = = 
93 890 
90 - =| = 
- iS 8 z 
= = 5452 
43 = =| 53 


94 99 75 95 
100 100 100 100 
71 78 53 53 


63 72 53 53 


For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
It is not advisable to compare data from consecutive editions of The State of the World's Children. 


DEFINITIONS OF THE INDICATORS 


Population using at least basic drinking water services 
— Percentage of the population using an improved drinking 
water source, where collection time is not more than 30 
minutes for a round trip including queuing (improved sources 
include: piped water; boreholes or tubewells; protected dug 
wells; protected springs; rainwater; and packaged or delivered 
water). 


Population using at least basic sanitation services — 
Percentage of the population using an improved sanitation 
acility that is not shared with other households (improved 
acilities include: flush/pour flush to piped sewerage systems, 
septic tanks or pit latrines; ventilated improved pit latrines; 
composting toilets or pit latrines with slabs). 


Population with basic hygiene facilities — Percentage of 
he population with a handwashing facility with water and 
soap available on premises. 


Proportion of schools with basic water services — 
Percentage of schools with drinking water from an improved 
source available at the time of the survey. 

Proportion of schools with basic sanitation services — 
Percentage of schools with improved sanitation facilities which 
are single-sex and usable. 


Proportion of schools with basic hygiene services — 
Percentage of schools with handwashing facilities with water 
and soap available. 


Proportion of health care facilities with basic water 
services — Percentage of health care facilities with water 
available from an improved source located on premises. 


Proportion of health care facilities with basic sanitation 
services — Percentage of health care facilities with improved 
sanitation facilities which are usable with at least one toilet 
dedicated for staff, at least one sex-separated toilet with 
menstrual hygiene facilities, and at least one toilet accessible 
for people with limited mobility. 


Proportion of health care facilities with basic hygiene 
services — Percentage of health care facilities with functional 
hand hygiene facilities (with water and soap and/or 
alcohol-based hand rub) available at points of care, and within 
5 metres of toilets. 


Proportion of health care facilities with basic waste 
management services — Percentage of health care facilities 
where waste is safely segregated into at least three bins, and 
sharps and infectious waste are treated and disposed of safely. 


MAIN DATA SOURCES 


Basic water, sanitation and hygiene 
services in schools — WHO/UNICEF 
Joint Monitoring Programme for Water 
Supply, Sanitation and Hygiene (JMP). 
Last update: July 2018. 

Basic drinking water, sanitation and 
hygiene services in households — 
WHO/UNICEF Joint Monitoring 
Programme for Water Supply, Sanitation 
and Hygiene (JMP). Last update: June 
2019. 


NOTES 
— Data not available. 


58 2 = 30 
31 12 = 43 
65 5 35 27 
51 = Z = 

= = = 13 
40 = = 40 
81 17 58 55 
87 = 36 = 
98 58 96 = 
51 23 = 40 
48 33 = 46 
55 12 43 36 
55 = - 27 
74 z z = 


Basic water, sanitation, hygiene and 
waste management services in 
health care facilities — WHO/UNICEF 
Joint Monitoring Programme for Water 
Supply, Sanitation and Hygiene (JMP). 
Last update: April 2019. 
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TABLE 14. ADOLESCENTS 


Adolescent 
population Education and learning Transition to work 
2018 Health Protection 2010-2017* 2010-2018* 
Propor- 
tion of Intimate Notin 
total |Alcohol| Tobacco Over- | partner education, Engagement in 

Aged 10-19] popula-| use use Thinness| weight | violence Bullying Proficiency in | Proficiency in| employment, or household 
Countries (thousands) | tion (%)| 2016 | 2013-2017*) 2016 2016 |2010-2018*) 2010-2017* math reading training Unemployment chores 
and areas total total total total total total female | male |female) male |female| male |female| male | female | male | female | male | female 
Afghanistan 9,442 25 0 9 17 9 29 42 45 ee - - - 17 5g) eZ 0 g) 22; 
Albania 391 14 38 11 1 24 - - - 39 40 45 51 21 22 27 7 1 2 
Algeria 6,242 15 2 9 6 JR) - 48 55) 18 21 15 28 - - 32) 38 1 1 
Andorra - - 64 - 1 34 - - - - - - - - - - - - - 
Angola 7,290 24 34 - 8 11 24 - - - - - - 5 7 15 12 (5 is) 
Anguilla - - - - - - - 22 30 - - - - - - - - - - 
Antigua and Barbuda 14 5 ob) Zax 3 25 = MAN | PEP - - - - - - - - - - 
Argentina 7,085 16 55 24 x 1 34 - 25 24 41 35 59 65 13 14 24 32 - - 
Armenia 356 12 16 7x 2 18 - - - 74 79 - - 34 20 - — 0 1 
Australia 3,029 2 69 - 1 33 - - - 78 78 77 87 - - 9 15 - - 
Austria 876 10 68 - 2. 26 - = = 81 75) 79 88 10 | 12 - - 
Azerbaijan 1,311 3 13 7x 3 18 12 x - - 58x) 51x 22x 32x, - - 3 15 - - 
Bahamas 65 17 30 13 3 34 - 25 22 - - - - — - 38 46 - - 
Bahrain 172 11 4 19 6 34 - 36 23 70 80 - - - - 0 21 - - 
Bangladesh 31,080 19 1 9 18 8 28 y 27 7 62 bye 87 87 10 30 2 18 - - 
Barbados 37 3 38 15 4 26 - 15 11 - - - - - - 44 45 0 0 
Belarus 896 9 58 10 2 22 - = - - - - - = - - - 0 0 
Belgium 1,285 1 66 - 1 23 - - - 81 79 78 83 4 9 20 - - 
Belize 78 20 27 2, 4 27 - 30 31 - - - - 17 83) 3 3a | 3 
Benin 2,638 23 15 5 7 11 - 47 52 - - - - 10 20 3 5 18 33 
Bhutan 140 9 le 24 15 g - 31 29 - — - - - - 5 7 5 
Bolivia (Plurinational State of) 2,280 20 31 19 x 1 27 - 32 28 - - - - 4 8 6 5 - - 
Bosnia and Herzegovina 360 11 34 16 z 21 = = - 16x) 77x) = = 16 15 43 51 = = 
Botswana 453 20 19 24 x 6 16 - 53x 52x 75 84 70 87 24x 32x 34 51 - - 
Brazil 32,143 15 27 By 3 26 - - - 33 26 44 53 16 22, 34 44 - - 
British Virgin Islands - - - - - - - 18x 17x - - - - - - - - - - 
Brunei Darussalam 67 16 25 10 6 25 = 25 22 = = = = 15 13 4 48 = | = 
Bulgaria 654 9 54 29 2 27 - - - 57 59 50 68 12 15 - - - - 
Burkina Faso 4,730 24 24 - 8 8 - - - - - - - - nz g) 29) 
Burundi 2,526 23 19 19 x 7 10 38 - - - - - - 3 3 - 20 30 
Cabo Verde 100 18 21 laix 7 12 - - - - - - - — - 27 47 - - 
Cambodia 3,041 19 19 2 11 10 7 23 22 14 18 31 44 9 11 1 1 1 
Cameroon 5,833 23 26 10 6 12 Dy - - - - - - 18 5 8 22, 
Canada 3,974 1 52 - 1 31 - - - 86 85 86 92 13 11 7 14 - 
Central African Republic 1211 26 24 = 8 10 32 x = = = - - - - - - - 14 23 
Chad 3,803 25 13 19 x 9 8 15 - - - - - - - - - - 15 30 
Chile 2,514 13 54 25 1 34 - 16 14 67 59 69 74 13 15 20 29 8 10 
China 166,857 12 4 7 4 25 - - - 84 84 76 81 - - - - - - 
Colombia 8,314 17 25 - 2 24 23 - - 80 1 88 90 13 24 16 Dy, 1 
Comoros 183 22 2 12 7 12 4 - - - - - - 19x| 29x - - 15 28 
Congo 1,176 22 37 24 x 8 11 - = - - - - - Was) ZA os - - 8 9 
Cook Islands - - 36 22 <1 62 6 y 29 32 - - - - - 7 26 24 - - 
Costa Rica 731 15 24 10 x 2 30 - 18x | 20x | 43 32) 56 63 is (5 35) 51 0 3 
Cote d'Ivoire 5,874 23 25 19 x 6 12 20 y - - - - - - 22 42 - 4 7 18 
Croatia 416 10 47 29 x 2 26 - - - 70 66 75 85 16 12 - - - - 
Cuba 1,288 1 33 17 x 4 28 - - - - - = = = - 5 y 13 y = = 
Cyprus 143 12 55 20 x 1 2, - - - Uivoe | G2 58.|| Gi) 75 6 = = = = 
Czechia 1,002 9 65 21 2 26 - - - 78 79 73 83 2 3 9 - - - 
riage People's Republic of 3,678 4 7 yy 5 2 e xu e = 2 a Le _ e! a 2 6 o 
Democratic Republic of the Congo 19,479 23 24 - 10 10 36 a - - 7 - - i 20 8 6 7 20 
Denmark 682 12 64 - 1 24 - - - 87 86 82 88 3 72 4 10 - - 
Djibouti 80 9 11 15 6 16 - 44x 36x - - - - - - - - - 
Dominica - - 31 25ax 3 31 - PB} I8 | AS} og - - - - - - - - - - 
Dominican Republic 1,935 8 29 19 x 3 31 22 26 22 10 9 23 33 22 27 0 27 2 4 
Ecuador SAS) 8 32 - 1 27 - - - 44 41 70 74 10 19 6 9 - - 
Egypt 17,670 18 1 14 3 35 7 70 70 45 49 - - 8 18 6 25 1 
EI Salvador 1,210 19 9 aK} 2 29) ry 21 24 24x) 17x) = - 14 83) By 14 y 7 20 
Equatorial Guinea 251 9 59 22 x 8 10 56 p - - - - - - - - - - - - 
Eritrea 796 23 12 ex 8 10 - - - - - - - = - - - - - 
Estonia 130 10 62 31 x 2 19 - - - 88 90 86 93 3 5 - - - - 
Eswatini 270 24 18 12 x 4 16 - 33) 31 - - - - i 24 oy 43 
Ethiopia 26,128 24 13 - 10 8 24 - - - - - - 5 11 2 3 49 58 
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Countries 
and areas 
Fiji 
Finland 
France 
Gabon 
Gambia 
Georgia 
Germany 
Ghana 
Greece 
Grenada 
Guatemala 
Guinea 
Guinea-Bissau 
Guyana 
Haiti 
Holy See 
Honduras 
Hungary 
iceland 
India 
ndonesia 
ran (Islamic Republic of) 
raq 
reland 
Israel 
Italy 
Jamaica 
Japan 
Jordan 
azakhstan 
enya 
iribati 
uwait 
yrgyzstan 
Lao People's Democratic Republic 
Latvia 
Lebanon 


Lesotho 
Liberia 

Libya 
Liechtenstein 
Lithuania 
Luxembourg 
adagascar 
alawi 
alaysia 
aldives 

ali 

alta 
arshall Islands 
auritania 
auritius 
exico 
icronesia (Federated States of) 
onaco 
ongolia 
ontenegro 
ontserrat 
orocco 
ozambique 
yanmar 
amibia 
auru 


Adolescent 
population Education and learning Transition to work 
2018 Health Protection 2010-2017* 2010-2018* 
Propor- 
tion of Intimate Not in 
total |Alcohol| Tobacco Over- | partner education, Engagement in 
Aged 10-19] popula-} use use Thinness| weight | violence Bullying Proficiency in | Proficiency in| employment, or household 
(thousands) | tion (%)| 2016 | 2013-2017* | 2016 2016 |2010-2018*) 2010—2017* math reading training Unemployment chores 
total total total total total total female | male |female| male /female) male |female| male | female | male | female | male | female 
154 7 10 12 4 33 - 33 26 - - - - 8 3) 16 32 - - 
599 | 62 21% 1 25 - - - 84 89 84 94 5 6 26 25 - - 
7,832 Z 65 - | 29 - - - 76 77 74 83 8 6 24 29 - = 
399 9 52 9 6 15 40 - - - - - - - - 27 38 6 7 
526 23) 6 = Il 11 5 = - - - - - 20 36 6 14 - - 
457 | 24 2 3 19 - - - 40 46 37 61 - - 25 31 0 0 
7,973) 10 70 - 1 25 — - - 85 81 81 86 - - 8 if - - 
6,384 21 5 13 x 6 10 23 x - - 25 17 - - 9 18 5 7 3 11 
1,072 0 5S) 6 x 1 35) - - = 63 65 66 80 10 10 44 59 - = 
16 4 35 0 4 25 - 29x 26x - - - - - - - - - - 
3,855 22 7 if il 27 9 26 20 - - - - if 40 4 7 - - 
3,062 25 3 26 x 7 9 - - - - - - - 4x 5 x - - 11 18 
426 23 if - 7 10 - - - - - - - - - - - 5 13 
151 19 26 5 6 24 - 40 37 - - - - 30 40 26 35 2 3 
2,322 21 22 - 4 26 28 - - - = - - - - 7 10 19 13 
2,081 22 18 8 2 26 16 ASR 2 ye 26 17 = = 13 38 6 10 - — 
974 0 55 25 2 27 - - - 90 87 68 77 5 6 23 - - - 
44 3 59 - | 27 - - - 76 77 71 84 4 - 1 - - - 
252,611 9 25 15 x 27 6 18 - - 14x 16x) 11x) 21x 7 32 2 9 = = 
46,369 7 13 13 10 14 - 24 19 30 32 38 51 12 7 20 21 - - 
11,349 4 2 27 x 9 25 - - - 62 65 - - - - - - - - 
8,411 22, Z. 14 5 30 - BQ) 22 - - - - 17 56 g 7 1 6 
636 3 71 - <1 29 - - - 94 94 88 92 10 9 21 22 - - 
1,352 6 4 - ll 34 - - - 68 68 68 78 - - g 9 - - 
5,733 9 51 - i 34 - - - 90 89 76 82 14 14 46 56 - - 
484 16 23 29 x Z 28 iy 26 25 = = = = = = 4 58 0 0 
11,416 9 46 - 2 3 - - - - - - - - - 4 3 - - 
2,129 21 7. 24 4 30 18 46x) 37x} 41 48 oi 70 - - 36 39 0 2 
2,445 3 26 3 2 9 - - - 90 92 55 63 - - 2 3 - - 
12,220 24 14 10 8 | 23; SIX | 57x - - - - - - 5 5 - — 
23 20 7 29 x <1 54 - 42 32 - - - - - - 27 8 - - 
489 Z 0 22 4 43 - 36 28 43 46 - - - - - - - - 
1,044 7 15 8 3 5 3 - - 14 13x) 12x) 22x) - - 15 27 2 3 
1,447 20 26 11 9 3 14y 15 11 = = = = 31 34 18 16 2 2 
180 9 65 25 2 20 - - - 77 80 76 89 3 2 - - - - 
1,182 7 3 60 x 5 31 - 24 2 72 70 28 31 - - 24 x ie - — 
433 21 10 25 x 6 5 - - - - - - - - - - - - - 
1,120 23 19 - I 0 37 x 43 51 - = - - if 11 - 19 1 5 
1,146 7 0 8 x 6 31 - 40x 31x - - - - - - - - - - 
- - - - - - - - - 89 83 85 90 - - - - - - 
257 9 71 28 3 9 - - - 73 76 68 82 3 2 - - - - 
66 | 86 - ll 25 - - - 75 73 71 78 3 - - - — - 
6,110 23 12 23 x 7 0 - - - - - - - 3 3 3 2 - - 
4,467 25 14 14 x 6 0 28 43x) 47x - - - - 17 28 40 50 5 11 
5,262 7 18 7 8 25 - 24 18 73 78 54 70 - - - - - - 
60 2 4 11 14 6 - 30 30 - - - - 20 7 78) 16 - - 
4,642 24 13 17 x 8 0 23 x - - - - - - 24 42 - - 13 24 
42 0 49 - | eh - - - 83 86 57 72 8 1 - - - - 
- - - 28 <1 58 27 y - - - - - - - - - - - - 
956 22 1 22 x 8 3 = 48 46 = - - - ig 42 10 11 10 20 
182 4 20 19 7 4 - 29 22 50x) 49x 45x 61x 14 9 29 y 42 y - - 
22.353 8 29 20 x 72 34 - - - 46 4 54 63 8 21 7 8 2 2 
24 21 9 43 <1 50 35 y - - - - - - 14 9 - 29 y - - 
- - - - <1 <1 - - - - - - - - - 56 y 42 y _ 
466 5 20 14 2 17 By 36 25 67 x} 64x| - - 9 7 14 30 15 19 
79) 3 41 10 i 24 - - - 48 48 51 66 - - - - 0 i 
- - - - - - - 32x 25x - - - - - - - - - - 
5/995) 7 1 6 6 26 - 44 32, 4 4 - - - - 7 11 - - 
7,169 24 13 5 12 10 y 45 46 - - - - - - 7 5 - - 
10,059 9 16 14 13 11 22 51 49 - - - - 11 7 5 5 - - 
509 21 19 11 14 52 p 48 45 = - =: = 7 22 37 39 - - 
- - 13 26 x <1 64 = 40 38 - = - - 21 39 - - - = 
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Countries 
and areas 


epal 

etherlands 

ew Zealand 
icaragua 

iger 

igeria 

iue 

orth Macedonia 
orway 

Oman 


Pakistan 

Palau 

Panama 

Papua New Guinea 
Paraguay 

Peru 

Philippines 

Poland 

Portugal 

Qatar 

Republic of Korea 
Republic of Moldova 
Romania 

Russian Federation 
Rwanda 

Saint Kitts and Nevis 
Saint Lucia 

Saint Vincent and the Grenadines 
Samoa 

San Marino 

Sao Tome and Principe 
Saudi Arabia 
Senegal 

Serbia 

Seychelles 

Sierra Leone 
Singapore 

Slovakia 

Slovenia 

Solomon Islands 
Somalia 

South Africa 

South Sudan 

Spain 

Sri Lanka 

State of Palestine 
Sudan 

Suriname 

Sweden 
Switzerland 

Syrian Arab Republic 
ajikistan 

hailand 

imor-Leste 

ogo 

okelau 

onga 

rinidad and Tobago 
unisia 

urkey 

urkmenistan 

urks and Caicos Islands 
uvalu 


Adolescent 
population Education and learning Transition to work 
2018 Health Protection 2010-2017* 2010-2018* 
Propor- 
tion of Intimate Notin 
total |Alcohol| Tobacco Over- | partner education, Engagement in 
Aged 10-19] popula-| use use Thinness| weight | violence Bullying Proficiency in | Proficiency in| employment, or household 
(thousands) | tion (%)| 2016 | 2013-2017*) 2016 2016 |2010—2018*) 2010-2017* math reading training Unemployment chores 
total total total total total total female | male |female) male |female| male |female| male | female | male | female | male | female 
6,305 22 7 7 16 7 7 56 45 - - - - 28x 26x 23 26 7 7 
1,990 12 61 - 1 24 - - - 83 84 78 86 2 2 9 g = = 
617 13 64 20 x <1 38 - - - 78 78 78 88 - - 21 7 - - 
1,231 19 21 18 2 28 12 y — - - - - - 2 3 6 11 - - 
5,425 24 12 9x 10 8 - - - - - - - 6 29 - - 7 25 
44,938 28 oh - 10 8 9 - - - - - = 21 24 = 11 7 9 
- - 21 18 x <1 58 - - - - - - - - - - - - - 
289) 1 35) 15 2 25 - - - 29 Sl 22 38 - - 61 63 1 1 
642 2 69 - 1 27 - - - 81 85 79 91 3 2 7 13 - - 
502 0 a 7 il 30 - 45 39 46 59 - - — - oe) 51 - - 
44,454 21 1 11 19 9 - 45x 35x - - - - 7 43 0 6 = = 
- - - 45 <1 62 By = - - - - - PALE EL - - - - 
715 7 33 13 x 2 28 - - - 21x, 22x 28x 41x 10 15 0 18 - - 
1,866 22 i 3a) 1 31 - — - - - - - 21 21 3 2 - - 
1,341 19 23 7 2 27 - 19 15 - - - - 10 23 5 22 4 8 
5,303 7 Sh) 10 1 26 18 47 48 30 26 40 44 7 19 1 g) @) 5 
21,091 20 21 15 10 12 11 53 49 35x} 42x) - - 12 15 5 8 = = 
3,664 10 56 20 x 2 24 = = = 84 82 81 91 3 z - - - - 
1,042 0 58 17 1 30 - - - 77 76 80 86 5 4 31 36 - - 
229 8 26 16 5 37 - 49 35) 62 66 ek) 58 - - 0 1 - - 
5,056 10 51 6 2 25 - - - 82 87 81 92 - - 11 7 - - 
420 10 53 0 3 7 A5ex — - 49 50 43 65 - - - — - - 
2,064 1 55 11 3 23 - - - 60 60 58 64 11 12 27 - - - 
14,358 10 40 15 2 19 - = = 82 81 79 88 = = 28 31 = = 
2,769 23 23 2x 6 11 - - - - - - - 21 27 18 19 22 31 
- - 40 on 4 27 - 25 20 - - - - - - - -— - - 
26 4 35 21 x 4 22 - 25x 25x - - - - - - - - 3 1 
18 6 32, Sx 4 28 - Silexa eZ - - - - - - - — - - 
41 21 ] 41x <1 51 - 79 69 - - - - 27 21 34 64 - - 
- - - 15 <1 <1 - - - - - - - - - 34 45 - - 
51 24 21 26 x 6 13 28 x - - - - - - - - - - 12 15 
4,792 14 3 ex 8 35 - — - 31 oi - - - - oi 65 - - 
3,629 23 12 11 10 9 19 - - - - - - 27 36 6 6 6 23 
1,019 12 47 10 x 2 26 - — - 63 60 5/7 77 i 11 43 48 0 0 
13 14 39 21 6 21 - 45 50 - - - - - - 20 22 - - 
1,788 725} 19 - U 10 31 60 57 - - - - Il g 13 7 4 5 
548 10 57 9x 2 21 - - - 99 99 86 92 - - 4 15 - - 
541 10 by Zon 1 22 - - - 72 2: 61 75 i 6 37 36 - - 
190 9 60 21 x 1 25 - - - 84 84 79 91 4 3 - - - - 
142 22 i 40 x 1 24 - 64 68 - - - - 2 2 - — 6 g 
3,739 25 0 - 7 12 - - - - - - - - - - - - - 
10,080 17 20 22x 4 26 - = = 30) 36 = - 13 (5 61 69 1 7 
2,536 23 - - <1 <1 - - - - - - - - - - - - - 
4614 0 by - 32 = | = - 80 76 80 87 11 10 50 50 - - 
3,347 6 18 8 15 12 - 50 29 63 71 - - 15 7 23 34 - - 
1,072 22 - - - - - - - 47 57 - - 20 18 42 61 1 6 
9,724 23 1 12 < <1 = - - - - - - - - 29 33 4 7 
102 18 28 12 4 30 - 25) 25) - = - - - - - - z. 72 
1,080 1 62 - 2 23 - - - 82 82 76 88 3 3 30 25 - - 
836 0 72 - < 21 - - - 84 84 76 85 5 5 9 g - — 
3,320 20 1 21 x 6 27 - - - 45 4 - - - - 14 x 48 x - - 
1,708 9 12 4 4 14 6 7x x - - - - 20°X:|| 38x (Ex 4x - - 
8,775 3 27 14 8 20 - 38 28 45 47 4 57 9 11 4 5 - - 
304 24 13 23 11 11 38 eh) 25 - - - - 14 13 - 14 - - 
1,815 23 15 8 7 10 13 - - - - - - 5 10 - - 9 16 
- - — - - - - Sh) oe) - - - - — - - - - - 
23 22 8 19 <1 57 M1 xy | 46 31 - - - - - - - - - - 
181 13 44 12 x 6 23 - 13 18 43 by 48 67 — - 7 — 0 0 
1,604 14 3 11 x 7 24 = 37x 24x 27 24 23 33 15 20 32 28 1 fl 
13,559 16 4 ex 5 28 18 y = = 69 Tal 54 66 14 25 16 20 = = 
969 7 18 0 3 7 - - - - - - - - - - - 0 0 
- - 8 21 <1 57 - 40 15 - - - - 15 23 - - - - 
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Adolescent 
population Education and learning Transition to work 
2018 Health Protection 2010-2017* 2010-2018* 
Propor- 
tion of Intimate Not in 
total |Alcohol| Tobacco Over- | partner education, Engagement in 
Aged 10-19] popula-} use use Thinness| weight | violence Bullying Proficiency in | Proficiency in| employment, or household 

Countries (thousands) | tion (%)| 2016 | 2013-2017* | 2016 2016 |2010-2018*) 2010-2017* math reading training Unemployment chores 
and areas total total total total total total female | male |female| male /female) male |female| male | female | male | female | male | female 
Uganda 10,668 25 24 7x 6 10 Sl 50x | 41 x - - - - 8 3 4 3 7 18 
Ukraine 4,188 9 45 Dix: 2 20 2% - - 80 82 - - - - - - 2 2 
United Arab Emirates 816 8 8 2 5 34 - Be) 22 70 78 48 70 8 9 27 23 - - 
United Kingdom 7,500 62 - i 30 - - - 79 77 79 85 8 8 19 17 - - 
United Republic of Tanzania 13,169 23 24 6 7 11 30 25y) 28y - - - - 0 16 él 4 4 7 
United States 42,365 3 60 3 | 4 - 2y 2y 71 70 77 85 2 11 15 y Ily - - 
Uruguay 488 4 57 3 2 32 - 18 20 50 45 5b) 66 4 16 39 44 1 2 
Uzbekistan 5,309 6 12 4 3 16 - - - - - - - - - - - - - 
Vanuatu 62 iz 7 26 x 2 29 - 60 46 = = = = - - 10 x lies 1 0 
Venezuela (Bolivarian Republic of) 5,171 8 25 9x 2 33 - - - 46x 36x 55x 61x 2 21 13 18 - - 
Viet Nam 13,324 4 23 4 14 9 16 y 26 26 79 83 81 91 8 9 8 7 2 4 
Yemen 6,511 23 0 16 14 18 - 47 33 - - - - 8 58 - - - - 
Zambia 4,298 25 A 26 x 6 12 30 63 x) 67 x - - - - 26 34 28 | 8 g 
Zimbabwe 3,366 23 10 20 6 14 32 - - - - - - 8 7 9 18 - - 
SUMMARY 
East Asia and Pacific 303,742 3 35) 9 6 21 - - - 72 71 67 16) - - - - - - 
Europe and Central Asia 103,867 | 47 - 2 25 - - - 78 78 72 81 0 12 19 19 - - 

clad al eal 52241 | 12 | 30 12 a | 21 I || el | es ease enter eae ath] ay heres. im |) ee 

Western Europe 51,625 0 62 - i 28 - - - 82 80 78 85 8 7 19 18 - - 
Latin America and Caribbean 106,649 7 30 - iL 743) - - - 42 37 54 61 3 22 18 27 - - 
Middle East and North Africa 74,983 7 3 13 6 29 - 52 46 45 48 - - - - 21 21 1 4 
North America 46,339 él 59 13 1 40 — 26 25 86 71 86 85 2 11 15 12 - - 
South Asia 347,439 9 19 - 24 7 19 - - - - - - 8 33 12 13 - - 
Sub-Saharan Africa 249,533 23 21 - 8 10 22 - - = - - - 3 20 8 9 (3 20 

Eastern and Southern Africa 129,278 23 16 - 7 11 26 - - - - - - 9 14 8 9 19 25 

West and Central Africa 120,255 23 26 - g) 9 18 - - - - - = 7 25 - 8 8 16 
Least developed countries 228,364 23 13 - 10 9 26 - - - - - - 1 23 9 10 15 24 
World 1,232,553 16 30 - 11 17 - - - - - - - 10 24 13 14 - - 
For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
It is not advisable to compare data from consecutive editions of The State of the World's Children. 
DEFINITIONS OF THE INDICATORS MAIN DATA SOURCES 


Alcohol use — Percentage of adolescents ages 15-19 who 
had at least one alcoholic drink at any time during the last 
twelve months. 


Tobacco use — Percentage of adolescents ages 13-15 who 
smoked cigarettes or used smoked or smokeless tobacco 
products at any time during the last one month. 


Thinness — Percentage of adolescents aged 10-19 years with 
BMI < -2 SD of the median according to the WHO growth 
reference for school-age children and adolescents. 


Overweight — Percentage of adolescents aged 10-19 years 
with BMI > 1 SD of the median according to the WHO growth 
reference for school-age children and adolescents. 


Intimate partner violence — Percentage of ever-partnered 
girls aged 15-19 years who have experienced physical and/or 
sexual violence by a current or former intimate partner during 
the last twelve months. 


Bullying — Percentage of students aged 13-15 years who 
reported being bullied on one or more days in the past 30 days. 


Proficiency in math — Percentage of children and young 
people at the end of lower secondary achieving at least a 
minimum proficiency level in math. 


Proficiency in reading — Percentage of children and young 
people at the end of lower secondary achieving at least a 
minimum proficiency level in reading. 


Not in education, employment or training (NEET) — 
Percentage of adolescents aged 15-19 years not in education, 
employment or training. 

Unemployment — Percentage of adolescents aged 15-19 
years in the labour force who are unemployed. 

Engagement in household chores — Percentage of 
adolescents aged 10-14 years who, during the reference week, 
spent at least 21 hours on unpaid household services. 


Alcohol use — WHO estimates based on 
international surveys (WHS, STEPS, 
GENACIS, and ECAS) as well as national 
surveys. Last update: August 2019. 


Tobacco use — School-based surveys, 
other national surveys, and censuses. Last 
update: August 2019. 


Intimate partner violence — DHS, MICS 
and other national surveys. Last update: 
March 2019. 


Thinness and overweight — NCD Risk 
Factor Collaboration (NCD-RisC), based on 
Worldwide trends in body mass index, 
underweight, overweight and obesity from 
1975 to 2016: a pooled analysis of 2416 
population-based measurement studies in 
128.9million children, adolescents, and 
adults. The Lancet 2017, 390 (10113): 
2627-2642. Last update: August 2019. 


NOTES 


Data no 


available. 


p Based on small denominators 

typically 25-49 unweighted cases). 
0 data based on fewer than 25 

unweighted cases are displayed. 


x Data refer to years or periods other 
han those specified in the column 
heading. Such data are not included 
in the claculation of regional and 
global averages. Data from years 
prior to 2000 are not displayed. 


Intimate partner violence — DHS, MICS 
and other national surveys. Last update: 
March 2019. 


Bullying — Health Behaviour in 
School-aged Children Study (HBSC) and 
Global School-based Student Health 
Surveys (GSHS). Last update: August 2019. 
Proficiency in math and reading — 


United Nations Statistics Division. Last 
update: April 2019. 

NEET — International Labour Organization. 
Last update: February 2019. 
Unemployment — International Labour 
Organization. Last update: August 2019. 


Engagement in household chores — 
DHS, MICS and other national surveys. 
Last update: March 2019. 


y Data differ from the standard defini- 
tion or refer to only part of a country. 
If they fall within the noted reference 
period, such data are included in the 
calculation of regional and global 
averages. 

Data refer to the most recent year 
available during the period specified 
in the column heading. 
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TABLE 15. ECONOMIC INDICATORS 


Countries 
and areas 


Government 
revenue as % of 
GDP 
2010—2018* 


Government Expenditure 


Afghanistan 

Albania 

Algeria 

Andorra 

Angola 

Anguilla 

Antigua and Barbuda 
Argentina 

Armenia 

Australia 

Austria 

Azerbaijan 

Bahamas 

Bahrain 

Bangladesh 
Barbados 

Belarus 

Belgium 

Belize 

Benin 

Bhutan 

Bolivia (Plurinational State of) 
Bosnia and Herzegovina 
Botswana 

Brazil 

British Virgin Islands 
Brunei Darussalam 
Bulgaria 

Burkina Faso 


Burundi 
Cabo Verde 
Cambodia 
Cameroon 
Canada 
Central African Republic 
Chad 

Chile 

China 
Colombia 
Comoros 
Congo 

Cook Islands 
Costa Rica 
Cate d'Ivoire 
Croatia 
Cuba 

Cyprus 
Czechia 


Democratic People's Republic of 
Korea 


Democratic Republic of the Congo 
Denmark 

Djibouti 

Dominica 

Dominican Republic 

Ecuador 

Egypt 

EI Salvador 

Equatorial Guinea 

Eritrea 


Estonia 
Eswatini 
Ethiopia 
Fiji 


2010-2018* 
As % of GDP As % of government budget Official Development Assistance 2010-2018* 
On On social On social Inflow in Inflow asa% | Outflow in Ouflow as a % 
Total | Onhealth | education | protection | On health | On education | protection | millions US$ |of recipient GNI| millions US$ of donor GNI 

36.7 0.5 a2, - 2.0 12E5) - 3804.0 18.1 - - 
23.9 2.9 3.4 1.6 9.5 11.3 0.1 157.0 1.2 - - 
29'5 49 - - 0.7 - - 189.0 0.1 - - 
- 5.0 3.3 - 5.2 - - - - - - 
16.7 14 3.5) a} 46 87 0.1 223.0 0.2 - - 
- oh - - 2 - - 10.0 0.7 - - 
24.3 6.8 5.8 21 6.6 14.0 0.1 -5.0 0.0 - - 
22.6 1.6 2.8 1.4 6.1 10.7 0.1 255.0 2.1 - - 
26.6 6.4 5.3 - 72 14.1 - - - 3036.0 0.2 
44.2 5 Bib) - 48 10.7 - - - 1251.0 0.3 
28.0 1.4 3.0 0.8 3.7 76 0.0 116.0 0.3 - - 
19.1 3.0 - - 5.9 - - - - - - 
23.4 3.2 2 - 8.8 73 - - - - - 
9.4 0.4 eS 0.7 3.4 14 0.1 3740.0 14 - - 
36.3 3.2 47 - 9.1 2.9 - - - - - 
29.3 3.7 48 Sl 8.5 hs) 0.1 -253.0 -0.5 - - 
40.2 8.4 6.6 - 15.7 2.2 - - - 2196.0 0.5 
27.2 4 6.7 - 11.4 22, - 34.0 2.0 - - 
- 0.8 44 3.0 3.2 75 - 676.0 73 - - 
17.9 2a 7A 0.3 10.0 26.4 0.0 119.0 5.1 - - 
- 44 73 2.2 9.8 6.8 - 947.0 2.6 - - 
34.4 6.6 - 3.9 SEZ) - 0.1 441.0 24 - - 
26.1 3.3 - 17 8.8 - 0.1 102.0 0.6 - - 
34.9 3.8 6.2 14 Gi) 6.2 0.0 265.0 0.0 - - 
os 2 63 2 - = 2 = - = = 

- 28) 44 - 5) 1.4 - - - - - 
32.3 42 - 14 10.3 1.4 0.0 - - - - 
21.1 ily, 42 2.0 72 18.0 0.1 885.0 Tal - - 
17.0 2.5 6.4 2.3 9.1 24.2 0.1 428.0 12.3 - - 
28.4 3.6 5 2a) 14 16.7 0.1 123.0 7eS) - - 
14.3 1.3 9 0.9 6.6 88 0.1 843.0 4) - - 
10.9 0.7 28 0.0 3a) B72 0.0 1213.0 35 - - 
17.3 76 5.3 - 9.2 12.2 - - - 4305.0 0.3 
78 0.6 LZ 28 43 78 0.4 508.0 26.0 - - 
- 1.1 29 07 5.8 12.5 - 648.0 6.6 - - 
22.4 49 49 35 9.6 19.6 0.2 69.0 0.0 - - 
8.6 2.9 - 0.8 9.4 - 0.1 -1045 0.0 - - 
253 3.8 45 3.0 28 Gul 0.1 845.0 0.3 - - 
- 1.0 43 0.7 3.8 15.3 - 67.0 10.2 - - 
20.1 1.6 46 0.1 Dk 8.0 0.0 108.0 1.4 - - 
- - - - - - - 19.0 - - - 
26.4 5.8 Te 07 29.9 - 0.0 99.0 0.2 - - 
20.6 1.1 48 - 5.0 21.2 - 827.5 2) - - 
38.6 5.6 46 3.4 17 915) 0.1 - - - - 
- 11.5 12.8 - 8.2 - - 718.0 - - - 
36.1 29 6.4 - al 6.3 - - - - - 
32.1 6.0 5.8 - 43 3.9 - - - 304.0 0.2 
- - - - - - - 33.0 - - - 
8.4 0.7 2.2 0.7 40 17 0.1 2280.0 6.3 - - 
SVs) 8.6 76 - 5.8 3.8 - - - 2448.0 07 
- 24 45 0.2 41 2.3 - 34.0 73 - - 

- 3.6 3.4 - 10.6 10.5 - 19.0 35) - - 
16.9 2.5 - 1.2 40 - 0.1 18.0 0.2 - - 
- 42 5.0 RS 10.8 12.6 - 203.0 0.2 - - 
30.2 6 - 0.2 5.0 - 0.0 14.0 -0.1 - - 
24.9 44 40 0.8 20.8 16.6 0.0 52.0 07 - - 
9.8 0.6 - - 1.4 - - 7.0 0.1 - - 
- 0.4 - - ie - - 79.0 - - - 
35.2 49 5.2 2.6 12.1 3.0 0.1 - - - - 
- 5.0 Teal iL 14.9 24.9 - 147.0 os) - - 
11.2 0 47 1.0 5.9 27.1 0.1 4117.0 5.1 - - 
26.5 aes} 319) (el 7.0 14.3 0.0 146.0 3.0 - - 
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Countries 
and areas 


Government 
revenue as % of 


2010-2018* 


Government Expenditure 


Finland 


France 
Gabon 
Gambia 
Georgia 
Germany 
Ghana 
Greece 
Grenada 
Guatemala 
Guinea 
Guinea-Bissau 
Guyana 
Haiti 
Holy See 
Honduras 
Hungary 
celand 
ndia 
ndonesia 
ran (Islamic Republic of) 
raq 
reland 
srael 
taly 
Jamaica 
Japan 
Jordan 
Kazakhstan 
enya 
iribati 
uwait 
yrgyzstan 
Lao People's Democratic Republic 
Latvia 


Lebanon 
Lesotho 
Liberia 

Libya 
Liechtenstein 
Lithuania 
Luxembourg 
jadagascar 
alawi 
jalaysia 
jaldives 


ali 

alta 

arshall Islands 
jauritania 
jauritius 

lexico 
icronesia (Federated States of) 
lonaco 

ongolia 
ontenegro 
ontserrat 
orocco 
ozambique 
yanmar 
amibia 


auru 
epal 


2010-2018* 
As % of GDP As % of government budget Official Development Assistance 2010-2018* 
On On social On social Inflow in Inflow asa% | Outflow in Ouflow as a % 
Total | Onhealth | education | protection | Onhealth | On education | protection | millions US$ | of recipient GNI} millions US$ of donor GNI 

38.2 76 7] - 13.3 24 - - - 1084.0 0.4 
475 8.8 5.5 - ies) 9.6 - - - 11331.0 0.4 
7.1 1.6 27 0.2 7.0 1.2 0.0 106.0 0.8 - - 

- 0.8 Bul ~ 2.8 0.4 - 270.0 Dike - - 
24.8 28 3.8 70 9.6 3.0 0.3 446.0 3.1 - - 
219 93) 48 - 21.3 1.0 - - - 25005.0 07 
30.5 21 5.9 0.6 8.6 23.8 0.0 1257.0 28 - - 
47.4 47 - - 8.8 - - - - 314.0 0.2 
20.0 1.9 10.3 2.0 7A 42.8 0.1 6.0 0.5 - - 
11.8 eg 3.0 0.2 15.7 24.1 0.0 367.0 0.5 - - 

- 0.4 25 1.6 2.0 1.6 - 457.0 44 - - 
12.6 2.2 72 0.0 9.4 6.2 0.0 113.0 8.4 - - 

- 2.3 5.3 - 78 78 - 51.0 1.4 - - 

- 0.9 3.2 - 40 14.4 - 980.0 11.6 - - 
22.0 3.0 6.4 0.8 11.4 24.6 0.0 441.0 2, - - 
42.1 47 46 3.1 9.4 9.1 0.1 - - 149.0 0.1 
Zol9 67 TEI - 1g) 18.2 - - - 68.0 0.3 
14.9 0.9 3.8 1.5 3.1 14.1 0.1 3094.0 0.1 - - 
14.3 2 3.6 0.8 69 20.5 0.1 234.0 0.0 - - 

- 40 28 - 22.6 18.6 - 140.0 0.0 - - 
26.0 07 - 2.6 17 - 0.1 2907.0 iS - - 
24.4 5.3 3.8 - 18.4 13.0 - - - 838.0 0.3 
36.7 46 Gi) - 11.6 15.0 - - - - - 
41.5 67 41 - 13.3 8.1 - - - 5858.0 0.3 
26.6 3.6 lails} - (219 20.1 - 59.0 0.4 - - 
16.4 9.1 3.5 - 23.2 9.1 - - - 11463.0 0.2 
26.1 3.6 3.6 07 12.0 12.5 0.0 2921.0 1S - - 
19.5 1.9 2.8 1.6 8.4 2.2 0.1 59.0 0.0 - - 
26.2 dl as) 0.4 6.3 6.7 0.0 2475.0 oe - - 
774 6.9 - 0.7 6.3 - 0.0 77.0 22.2 - - 
52.0 3.4 - 0.8 6.2 - 0.0 - - - - 
26.0 27 6.0 3.1 73 5.8 0.1 461.0 6.3 - - 

- 0.9 ag) 0.2 3.8 - - 476.0 3.0 - - 
42.6 3.3 5.3 08 8.5 4] 0.0 - - - ~ 
25.8 39) 72}5) 1.0 14.3 8.6 0.0 1306.0 25) - - 
35.2 5.4 - 74 11.3 3.8 0.2 147.0 5.0 - - 
16.5 al 4] 2.6 Bull 72 0.2 622.0 835 - - 

- - - - 0.0 - - 432.0 0.8 - - 

= = 26 = = = = = = = = 
31.2 43 42 0.5 2.3 12.3 0.0 - - - - 
39.8 Bal 3g - 22. 9.4 - - - 424.0 1.0 

- 24 - 0.2 5.6 19.0 - 780.0 7.0 - - 
18.8 2p 5.6 5 Gly 21.6 0.1 1515.0 24.6 - - 
16.0 21 5.0 07 8.2 19.8 0.0 -29 0.0 - - 
Zou 6.4 45 Zi 8.2 12.9 0.0 42.0 1.0 - - 
12.5 1.0 3.8 0.6 47 18.2 0.0 1356.0 9.1 - - 
34.9 be 5 - 42 182 - - - - - 
63.2 11.6 - J 20.2 - 0.0 72.0 27.4 - - 

- 18 2.6 25 fe) cs) - 284.0 By - - 
23.0 24 49 3.5 9.5 19.5 0.2 12.0 0.1 - - 
20.4 3.0 By) ike 10.9 19.0 0.1 737.0 0.1 - - 
24.2 3.2 12.5 - 5.8 22.3 - 98.0 25.1 - - 

- 1.6 - - 8.1 - - - - - - 
23.8 2.0 42 2.0 6.0 12.4 0.1 764.0 77 - - 

- - - 1.8 - - - 117.0 24 - - 

- - - - - - - 36.0 - - - 
24.5 24 - ‘lel 77 - 0.0 1885.0 1.8 - - 
18.4 0.4 6.5 1.3 12 19.0 0.1 1776.0 14.9 - - 
16.8 ila Ze, 0.3 49 9.4 0.0 1543.0 ess - - 
34.8 5.3 Si 3.2 12.4 76 0.1 187.0 14 - - 
85.0 bi) - - 5.0 - - 26.0 178 - - 
19.6 1.0 3.7 1.3 5.1 17.0 0.1 1258.0 5.1 - - 
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Countries 
and areas 


Government 
revenue as % of 


2010-2018* 


Government Expenditure 


etherlands 


ew Zealand 
icaragua 

iger 

Nigeria 

iue 

orth Macedonia 
lorway 

Oman 

Pakistan 


Palau 

Panama 

Papua New Guinea 
Paraguay 

Peru 

Philippines 

Poland 

Portugal 

Qatar 

Republic of Korea 
Republic of Moldova 
Romania 

Russian Federation 


Rwanda 
Saint Kitts and Nevis 
Saint Lucia 


Saint Vincent and the Grenadines 


Samoa 

San Marino 

Sao Tome and Principe 
Saudi Arabia 
Senegal 

Serbia 

Seychelles 

Sierra Leone 
Singapore 

Slovakia 

Slovenia 

Solomon Islands 
Somalia 

South Africa 

South Sudan 

Spain 

Sri Lanka 

State of Palestine 
Sudan 

Suriname 

Sweden 
Switzerland 

Syrian Arab Republic 
Tajikistan 

Thailand 
Timor-Leste 

Togo 

okelau 

onga 

rinidad and Tobago 
unisia 

urkey 

urkmenistan 

urks and Caicos Islands 


uvalu 
Uganda 


2010-2018* 
As % of GDP As % of government budget Official Development Assistance 2010—2018* 
On On social On social Inflow in Inflow asa% | Outflow in Ouflow as a % 
Total | Onhealth | education | protection | On health | On education | protection | millions US$ |of recipient GNI| millions US$ of donor GNI 

37.8 8.4 5.4 - 18.8 (2k - - - 4958.0 0.6 
30.5 74 6.3 - 22.1 16.4 - - - 450.0 0.2 
16.4 45 41 22 17.9 - 0.1 563.0 42 - - 
- 5 6.0 07 46 18.5 - 1207.0 15.2 - - 

- 0.6 - 0.3 oe - - 3359.0 0.9 - - 

- - - - - - - 15.0 - - - 
28.1 41 - - 2.8 - - - - - - 
38.8 8.6 76 - 77 5.7 - - - 4125.0 1.0 
34.6 3.8 6.7 - 76 Brg - - - - - 
17.6 07 27 0.6 3.7 3.2 0.0 2283.0 0.7 - - 
417 45 - - 33) - - 22.0 79 - - 
- 42 3.2 1.5 1.6 3.0 - 41.0 0.1 - - 
16.9 dl - 0.0 8.2 - 0.0 532.0 2.6 - - 
15.6 42 45 - 0.9 - - 143.0 0.5 - - 
20.3 32 40 1.4 45 76 0.1 -8.0 0.0 - - 
14.3 A - 07 13 - 0.0 160.0 0.0 - - 
34.2 44 48 2.0 07 1.6 0.1 - - 679.0 0.1 
417 5.9 49 - 2.3 10.2 - - - 381.0 0.2 
18.7 2.6 29) - 6.3 8.9 - - - - - 
25.4 42 5.3 - 2.9 - - - - 2201.0 0.1 
26.8 46 - sl Dd 8.3 0.0 241.0 28 - - 
31.6 3.9 3.1 11 0.8 9.1 0.0 - - - - 
30.6 3.1 3.8 1.9 8.8 10.9 0.1 - - - - 
18.9 2.2 3.8 1.5 79 12.5 0.1 1225.0 13.7 - - 
24.4 21 28 - 6.6 8.6 - - - - - 
19.4 2.2 44 0.5 8.6 16.5 0.0 13.0 0.8 - - 
26.6 226) 5.8 - 9i2: 19.0 - 70 0.9 - - 
22.9 45 41 0.8 1.5 10.5 0.0 130.0 15.6 - - 
42.2 BS) 24 - 3.3 0.6 - - - - - 
18.2 J 3.9 - 49 1.3 - 40.0 10.2 - - 
28.0 41 - 07 0.1 - 0.0 - - - - 
18.0 uh 74 1.0 5.8 23.8 0.1 910.0 5.8 - - 
36.9 5.4 40 2.0 28 8.9 0.1 1688.0 44 - - 
33.3 3.2 44 2.6 0.0 17 0.1 19.0 1.4 - - 
11.8 6 46 0.9 1S) 919 0.1 538.0 14.7 - - 
14.5 2.2 29 - 24 20.0 - - - - - 
38.9 5.4 46 24 2.0 0.3 0.1 - - 119.0 0.1 
38.0 6.1 49 2.6 27 1.2 0.1 - - 76.0 0.2 
33.6 3.5) ge) - is) 5) - 187.0 15.3 - - 
0.0 - - 0.2 - - 1422.8 1760.0 24.0 - - 
34.4 44 6.0 38 a) 87 0.1 1014.0 0.3 - - 
- - 1.4 10.1 - 3.3 - 2183.0 - - - 
18.7 6.5 43 - 49 9.8 - - - 2560.0 0.2 
16.4 17 2.2 07 8.4 1.0 0.0 297.0 0.4 - - 
8.3 - 5.1 2.3 - - 0.3 2111.0 12.8 - - 
10.5 2.1 - 1.0 8. - 0.1 840.0 08 - - 
22.4 40 - - Dali - - 20.0 0.6 - - 
31.3 9.2 76 - 8.5 15.5 - - - 5563.0 1.0 
17.4 TS 5.1 - 22. SiS - - - 3138.0 0.5 
- - - - 0.0 - - 10361.0 - - - 

- 1.9 by2 0.6 6. 16.4 - 304.0 el - - 
18.4 28 41 0.5 15.3 19.1 0.0 250.0 0.1 - - 
36.4 2.3 2.7 6.5 45 6.8 0.2 232.0 8.9 - - 
15.4 1.3 5.2 0.2 42 16.7 0.0 345.0 6.9 - - 
- - - - - - - 7.0 - - - 
31.4 27 - - 6.8 - - 80.0 18.6 - - 
35.8 Be - - 8.3 - - - - - - 
35.5 40 6.6 0.8 13.9 22.9 0.0 776.0 2.0 - - 
31.9 3.2 43 11 9.7 12.8 0.0 3142.0 0.4 - - 
- 1.5 3.0 - 87 20.8 - 29.0 0.1 - - 

= eS BG = e = = = a a = 

- 13.2 - - 10.3 - - 27.0 45.3 - - 
1a 1.0 28 0.8 5.1 12.1 0.1 2008.0 TE) - - 
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Government Expenditure 


2010—2018* 
Government As % of GDP As % of government budget Official Development Assistance 2010-2018* 
Countries revenue as % of ; ; ; ; 

On On social On social Inflow in Inflow asa% | Outflow in Ouflow as a % 
and areas 2010-2018* Total | Onhealth | education | protection | Onhealth | On education | protection | millions US$ | of recipient GNI} millions US$ of donor GNI 
Ukraine 32.6 33.6 29 5.0 44 6.6 24 0.1 1166.0 1.0 - - 
United Arab Emirates SS) 4] 26 - - TS) - - - - - - 
United Kingdom 35.7 36.4 79 5.6 - 18.5 3.8 - - - 18103.0 07 
United Republic of Tanzania 16.4 15.7 3 as) 0.5 ies) Es) 0.0 2584.0 5.0 - - 
United States 19.7 22.4 13.8 5.0 - 36.6 3.6 - - - 34732.0 0.2 
Uruguay 32.6 34.1 6.2 44 (2. 19.0 49 0.0 41.0 0.1 - - 
Uzbekistan 21.8 15.0 3.0 TA - 9.0 21.1 - 638.0 es) - - 
Vanuatu 25.0 2719 2.0 515) 0.3 49 3.0 0.0 132.0 Tens) - - 
Venezuela (Bolivarian Republic of) - - 2.0 - - 4] - - 87.0 - - - 
Viet Nam ZAI 21.6 24 5.7 1.0 7S) 8.5 0.0 2376.0 ih - - 
Yemen - - 0.6 - - 2.2 - - 3234.0 - - - 
Zambia 16.9 20.8 Dall - Og 7A - 0.0 1023.0 41 - - 
Zimbabwe 17.4 26.6 40 75 0.4 15.9 30.0 0.0 726.0 46 - - 
SUMMARY 
East Asia and Pacific (He) 11.8 Zi) 40” 0.8 919) 6.6 0 4978 0.2 7908.9 02° 
Europe and Central Asia 31.0 32.7 5.4 47 - 12.7 1.8 - 1461.6 1.1 9847.3 0.4 

Pig 272 29.4 31 43 2.0 88 25 0 1461.6 1 Z : 
Western Europe 34.2 35.4 7A 5.1 - 16.0 1.2 - - - 9847.3 0.4 
Latin America and Caribbean 227, 26.6 3.8 5:5) i 11.8 7.0 0 386.9 0.4 - - 
Middle East and North Africa 274 27.9 28 - 09 9.4 - 0.0 1346.5 0.9 - - 
North America 19.5 21.9 132 5.0 - 34.8 35) - - - 31625.9 0.2 
South Asia 12.3 ¢ 15.3 0.8 3.5 3 3.3 37 0. 3007.2 07 - - 
Sub-Saharan Africa 14.5 16.9 15 43 0 7.0 ie 299 2018.1 os - - 
Eastern and Southern Africa 17.6 17.9 2.0 46 4 8.9 9.0 43.8 1993.3 5.6 - - 
West and Central Africa ites 15.1 0.9 3.8 0.7 Bal as) - 2043.5 48 - - 
Least developed countries 14.2 14.0 11 3.2 0 5.8 5.3 27.4 2196.7 6.6 - - 
World 17.9 18.8 29 41 1.2 9.1 15.2 46 1447.8 13 11263.6 - 


For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
It is not advisable to compare data from consecutive editions of The State of the World's Children. 


DEFINITIONS OF THE INDICATORS 


Government revenue as % of GDP — Revenue is cash 
receipts from taxes, social contributions, and other revenues 
such as fines, fees, rent, and income from property or sales. 
Grants are also considered as revenue but are excluded here. 


Government expenditure — General government final 
consumption expenditure (formerly general government 
consumption) includes all government current expenditures for 
purchases of goods and services (including compensation of 
employees). It also includes most expenditures on national 
defence and security, but excludes government military 
expenditures that are part of government capital formation. 


Government expenditure expressed as a % of GDP — 
Total government expenditure as well as the specific 
expenditures on health, education, and social protection. 
Government expenditure expressed as a % of Total 
government expenditure — Specific expenditures on health, 
education, and social protection. 


ODA (Net official development assistance) — Official 
development assistance flows are defined as those flows to 
countries and territories on the DAC List of ODA Recipients and 
to multilateral development institutions which are: (a) provided 
by official agencies, including state and local governments, or 
by their executive agencies; (b) each transaction of which is 
administered with the promotion of the economic development 
and welfare of developing countries as its main objective; and 
(c) is concessional in character. 


ODA (Net official development assistance) for donor 
countries — expressed as an outflow of resources (in US 
dollars and as % of Gross National Income). 

ODA (Net official development assistance) for recipient 
countries — expressed as an intflow of resources (in US 
dollars and as % of Gross National Income). 


MAIN DATA SOURCES 


ODA — Organisation for Economic 
Co-operation and Development. Last 
update: February 2019. 

Government revenue as % of GDP 
— World Development Indicators. Last 
update: June 2019. 

Government Expenditure — World 
Development Indicators. Last update: 
June 2019. 


NOTES 


— Data not available. 


Data refer to the most recent year 
available during the period specified 
in the column heading. 

** Excludes China. 


+ Excludes India. 
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TABLE 16. WOMEN’S ECONOMIC EMPOWERMENT 


Demand 
for family 
planning 
satisfied 
with 
modern 
methods 
(%) 


Legal 
frame- 
Social | works 
Institu- on 
tions | gender 
and | equality 
Gender in 
Countries feck _— 
and areas 2019 | 2018 
Afghanistan Very high - 
Albania Low 07 
Algeria - - 
Andorra - - 
Angola - - 
Anguilla - - 
Antigua and Barbuda - - 
Argentina - - 
Armenia Low 08 
Australia Very low 1.0 
Austria Very low - 
Azerbaijan Low - 
Bahamas - - 
Bahrain - - 
Bangladesh Very high 0.2 
Barbados - 04 
Belarus Low 0.5 
Belgium Very low - 
Belize - - 
Benin Medium - 
Bhutan - - 
Bolivia (Plurinational 
State of) Ow ~ 
Bosnia and 
Herzegovina aH ig 
Botswana - - 
Brazil Low 08 
British Virgin Islands - - 
Brunei Darussalam - - 
Bulgaria Low 1.0 
Burkina Faso Medium - 
Burundi - - 
Cabo Verde - 07 
Cambodia Low - 
Cameroon Very high 04 
Canada Very low - 
abi ae High z 
Chad High - 
Chile Medium 08 
China - - 
Colombia Very low 0.8 
Comoros - - 
Congo - - 
Cook Islands - - 
Costa Rica Low 0.6 
Cote d'Ivoire High 08 
Croatia Very low 1.0 
Cuba - - 
Cyprus Low - 
Czechia Very low - 
Democratic People's (ear 7 
Republic of Korea 
cera OI Nim 
Denmark Very low 09 
Djibouti - - 
Dominica - - 
Dominican Republic | Very low 09 
Ecuador Low - 
Egypt = = 
El Salvador Low 0.9 
Equatorial Guinea - - 
Eritrea - - 
Estonia Very low - 


90 


16 


Educational 
attainment 
2010-2017* Labour force participation rate 2010-2018* Unemployment rate 2010-2018* Mobile phone Financial 
ownership inclusion 
upper secondary male female male female 2014-2017* 2014-2017* 
male | female | rural | urban | total rural | urban | total rural urban | total rural | urban total male | female | male {female 
- - 73.9 N12 73.2 PX) 16.2 Ae 7 12.4 10.4 86 35.6 14.0 - - 25 | 712 
46.2 44.5 - - - - - - - - - - - - - - 42.0 | 38.1 
ZEN || QOL 50 3S Gy) 60.0 10.2 15.0 13.5 - - - - - - - - ae) || AN) 
41.7 47.0 - - - - - - - - - - - - - - - - 
199 128) 89.0 729) 79.9 90.2 63.2 74.9 16 124 7.0 07 15.4 77 716 79.8 36.1 | 22.3 
40.3 x 439 x - - - - - - - - - - - - - - 46.5 50.8 
91.6 92.0 74.4 68.0 70.6 60.7 48.1 52.8 us) 2522) 179 6.6 25.4 175 - - 55.8 | 40.9 
78.3 74.6 67.1 725 70.7 57.2 61.2 59.9 - - - - - - - - 99.9 | 99.2 
85.9 729) 67.4 66.9 67.1 56.6 55.5 55.9 22 68 5.0 28 58 47 - - 97.9 | 98.4 
92.3 85.4 - - - - - - - - - - - - 88.4 79.7 29.4 | 277 
2 vel) Gy 9 - - - - - - - - - - - - - - - - 
39.3 46.8 - - - - - - - - - - - - 100.0 100.0 86.3 754 
34.0 239) 80.4 81.2 80.7 38.6 31.0 36.3 ge 3.5 33) 5) 9.0 67 54.3 30.9 64.6 358 
22.9 x 254 x - - - - - - - - - - - - - - - - 
87.8 x | 825 x - - - - - - - - - - - - Chis 95.0 80.9 813 
68.9 65.4 61.0 58.7 59.0 52.1 49.1 49.5 41 67 6.3 4.4 58 5.6 - - 98.5 | 98.8 
36.4 Es) 81.3 774 7915) 415 56.6 48.8 44 48 46 AS 8.5 98 - - 44.1 | 52.3 
- - 78.0 70.1 74.4 73.3 65.3 69.7 11 41 24 17 44 29 - - 48.6 28.6 
8.2 29) 69.7 74.6 THe 60.4 45.5 55.9 - - - - - - - - SEO) || 2G 
46.5 39.0 90.8 758 80.3 713 58.4 63.8 09 48 35 0.8 5.1 3.6 - - 55.0 53.9 
74.9 50.9 53.0 52.8 52.9 28 36.7 31.4 159 19.1 17.2 Pale 1085 20.3 - - 63.2 | 547 
- - 7 68.6 69.6 53.1 57.5 55.8 119 138 x} 13.0 19.0 199 x 196 - - 56.2 | 46.8 
M16 45.7 82.1 7A 719 55.0 56.3 56.1 23) AO ye) 2 iA) Se) ah) 82.6 83.6 TORE | Gres 
- - 67.8 69.3 68.9 Gy) Bye) 56.5 9.5 86 8.8 118 9.4 10.0 99.0 99.0 - - 
71.0 743 54.6 65.2 61.9 38.1 53.8 49.2 9.5 4.3 5.7 88 3.4 47 - - 70.6 | 73.6 
43 16 76.6 69.1 74.6 591 55.1 58.3 3.3 5g os) OS 8.5 Os} - - 51.3 | 345 
45 23 79.1 69.4 719 82.7 54.8 79.8 11 9.6 21 0.5 10.5 1.2 16.0 73 75 | 67 
20.3 19.8 65.8 55.5 62.5 54.6 36.1 48.7 30.5 - 31.0 30.3 - 31.6 74.7 73.8 - - 
47.3 29.4 89.1 84.9 88.1 718 70.3 75.9 06 0.5 0.6 0.9 06 0.9 - - 21.9 | 215 
25.4 15 80.1 74.4 Hite} 79) 58.4 67.2 ila 5.6 il 0.9 Oy 4.0 - - 39.2 | 30.0 
82.8 82.7 67.2 70.1 69.6 59.5 617 61.3 6.4 6.1 6.1 53 5.5 55 - - 99.6 99.9 
- - - - - - - - - - - - - - - - (el || Sy 
99 x) 17 x - - - - - - - - - - - - - - 29.0 14.9 
58.2 56.0 725 70.5 70.8 49 50.3 49.2 45 TE 67 73 81 8.0 86.7 97.2 778 | 713 
25.4 19.2 - - - - - - - - - - - - - - 84.0 | 76.4 
46.3 48.2 86.2 78.8 80.5 46.3 59.6 57.0 26 86 7 84 12.4 118 N18 74.5 49.5 | 425 
- - 51.8 48.0 50.7 34.0 29.0 32.5 37 61 x 44 42 69 x 49 - - 257 | 17.9 
- - 714 64.1 69.1 79.6 58.5 66.9 62 IATA 18:5 6.7 33 Giexa 2100) - - 31.2 | 21.0 
OES 39.2 75.4 73.4 74.0 39.3 48.7 46.4 74 83 8.0 14.5 11.6 12.2 87.3 87.1 75.5 | 60.9 
15.3 69 76.5 65.6 65.6 51.8 46.2 46.2 07 29 29 11 3.9 3.9 81.4 47.2 46.6 356 
79.1 63.2 56.1 58.2 57.4 40.7 48.2 45.5 81 74 76 1g) 81 93 - - 89.8 | 82.7 
57.7 57.1 - - - - - - - - - - - - - - - - 
728 69.7 62.6 69.1 67.8 51.5 58.8 57.4 86 13) 8.0 9.4 86 87 100.2 98.7 87.3 | 90.0 
94.4 86.4 67.8 69.3 68.7 52.1 53.2 52.8 16 19 18 28 28 28 97.2 96.9 83.6 78.6 
38.6 16.8 76.0 60.8 69.8 75.3 44.4 62.5 19 15 5.3 1.0 10.0 3.6 - - 274 | 242 
715 78.8 63.6 68.6 66.6 b5I3) 60.4 58.4 3.9 a) 48 42 bil By 82.5 83.2 99.8 | 100.0 
- - - - - - - - - - - - - - 61.3 51.6 166 88 
12 x) 104 x - - - - - - - - - - - - - - - - 
31.3 38.2 79.2 75.6 76.4 39.7 51.3 49.2 2.6 48 43 5.1 8.6 81 69.6 69.1 58.4 | 54.1 
42.6 42.0 85.3 76.6 79.3 61.1 51.9 54.6 1.0 3g) 28) 15 58 44 59.1 58.0 60.2 | 42.6 
- - 68.5 64.8 66.9 22.2 217 22.0 7.0 99 8.2 18.8 28.6 23.0 98.6 97.1 38.7 27.0 
31.4 28.2 81.8 74.6 TAS Sb:2 51.9 45.7 3.8 5 47 as) 43 4.0 81.0 78.5 37.6 | 24.4 
83.6 89.9 66.6 74.1 73 55.1 58.7 57.4 5.1 5.6 54 55 5.2 53 - - 97.6 98.4 
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2018 | 2013-2018* 


Demand 
for family 
planning 
satisfied 
with 
modern 
methods 
(%) 


Legal 
frame- 
Social | works 
Institu- on 
tions | gender | Mater- | Pater- 
and | equality) nity nity 
Gender in leave | leave 
Counties | isch | war | te | fe 
and areas 2019 | 2018 | 2018 
Eswatini - - | No No 
Ethiopia Low - No No 
Fiji - 0.6 No No 
Finland Very low 1.0 Yes Yes 
France Very low 0.9 | Yes Yes 
Gabon High - | Yes No 
Gambia - - | Yes Yes 
Georgia Low - | Yes No 
Germany Very low 1.0 | Yes No 
Ghana Medium - No No 
Greece Low TOR Yes Yes 
Grenada - - | No No 
Guatemala Low 06 No Yes 
Guinea Very high - | Yes No 
Guinea-Bissau - - | No No 
Guyana - - No No 
Haiti Medium - | No No 
Holy See - - - - 
Honduras Low - | No No 
Hungary Low - | Yes Yes 
celand - - | Yes Yes 
India Medium 0.3 > Yes No 
ndonesia High - | No Yes 
fT (Islamic Republic Very high _ | Yes Yes 
raq Very high 06 Yes No 
reland Very low - | Yes Yes 
srael - - | Yes No 
taly Very low - | Yes Yes 
Jamaica Low - | No No 
Japan Low - | Yes No 
lordan Very high 02 No No 
Kazakhstan Low - | Yes No 
Kenya Medium 09 No Yes 
Kiribati - - | No No 
Kuwait - - | No No 
Kyrgyzstan Low - | Yes No 
cermin st =| Tes | te 
Latvia Very low - | Yes Yes 
Lebanon Very high 05 No No 
Lesotho Medium - | No No 
Liberia High - | Yes No 
Libya - - | Yes No 
Liechtenstein - - - - 
Lithuania Very low 1.0 Yes Yes 
Luxembourg - - | Yes Yes 
Madagascar High 04 Yes No 
Malawi High - | No No 
Malaysia - 03 No No 
Maldives - - | No Yes 
Mali High - | Yes Yes 
Malta Low - | Yes Yes 
Marshall Islands - - | No No 
Mauritania - - | Yes No 
Mauritius - - | Yes Yes 
Mexico Low 08 No Yes 
paren, States of) ~ ~ | No No 
Monaco - - - - 
Mongolia Low - | Yes No 
Montenegro - - | Yes No 


Montserrat 


Educational 
attainment 
2010-2017* Labour force participation rate 2010-2018* Unemployment rate 2010-2018* Mobile phone Financial 
ownership inclusion 
upper secondary male female male female 2014-2017* 2014-2017* 
male | female | rural | urban | total rural | urban | total rural | urban | total rural urban | total male | female | male jfemale 
- - 51.0 Tiled) 55.8 49 63.0 47.1 23.7 14.9 21.0 25s) 21.9 24.4 - - 29.7 | 27.4 
127 57 87.8 73.3 85.0 78.6 60.5 74.6 - - - - - - - - 40.9 29.1 
eh ve] NG ac) Ga 724 71.0 37.6 39.4 38.6 Zo 5.1 ay 4.6 6.2 55 - - - - 
73.3 74.7 59.2 64.9 63.2 52.7 57.2 55.9 6.4 78 74 65 76 73 95.2 102.6 100.0 99.6 
727 66.9 Bo8 60.9 60.3 5241 51.4 51.6 67 10.3 9.0 7) 97 9.1 - - Ey |) ile 
- - - - - - - - - - - - - - - 63.8 537 
- - 66.6 70.4 68.6 52.1 48.7 50.4 4.0 9.0 67 11.0 145 12.6 - - - - 
94.0 93.0 82.1 68.4 74.6 70.6 49.4 58.2 5.6 24.3 15.0 45 21.1 127 88.9 81.5 58.5 | 63.6 
87.6 78.6 67.7 66.5 66.8 57.1 55.6 55.9 25 4.2 3.8 22 Sel 29 - - Goh) || See 
27.2 147 53.1 64.1 58.8 50.3 59.5 55.3 2.0 5.6 41 24 58 44 - - 61.8 | 537 
57.0 52.4 58.5 60.7 60.0 40.9 45.6 44.3 135 16.1 15.4 20.3 25.6 24.2 - - 86.5 | 845 
25.9 274 89.4 81.3 85.2 30.2 47.0 39.2 ile 28 19 ag 3.8 3.5 - - 46.4 | 42.1 
- - 73.3 x 545 x 664 70.1 x 452 62.8 19 146 x 57 17 105 x 36 - - 27.3 19.7 
29.0 x 332 x 681 70.8 68.9 40.1 52.4 43.6 9.9 98 9.9 15.5 15.0 15.3 - - - - 
- - 80.1 67.2 74.0 59.0 49.3 beg 48 19.0 10.9 98 228 159 - - 35.4 | 30.1 
23.4 25.8 Gila HS 84.0 ied) 51.6 45.6 08 Bl ail oe 6.6 Bia - - 50.2 | 41.0 
80.8 ng 66.6 65.4 65.8 48.7 48.7 48.7 4.4 3.1 35 44 38 40 - - 78.2 | 72.2 
66.6 x| 548 x | 873 85.2 85.5 78.6 718 719 2 2g) 28 18 26 25) - - - - 
34.2 19.4 80.5 76.0 79.1 25.7 178 23.3 21 32 24 28 6.6 3.7 - - 83.0 76.6 
378 29.8 85.1 79.2 81.8 54.7 50.1 B22. 3.0 55 44 29) 49 ay) 65.3 53.8 46.3 514 
47.9 48.9 66.3 63.3 64.1 16.1 145 149 - - - - - 712 54.6 96.5 916 
34.4 23.9 73.6 72.0 724 6.9 127 HZ bg eh UL 37 16.3 12.4 83.1 56.7 ANS || TES 
68.1 73.3 67.1 69.6 68.5 52.9 58.2 56.0 5.1 6.3 58 5.5 58 57 83.0 83.0 95.4 953 
81.6 81.3 70.3 68.1 68.2 64.2 59.4 59.8 - - - - - - - - GiLS) |) Sey 
50.2 48.2 58.8 59.5 59.4 39.6 415 41 8.9 10.0 97 14 11.9 118 927 90.4 96.1 91.6 
- - 75.6 70.9 12 59.3 61.9 60.7 - - - - - - 95.6 97.2 1 | 70K 
817 79.1 - - - - - - - - - - - 89.7 87.0 98.5 98.1 
42.5 40.1 - - - - - - - - - - - - - - 56.3 | 26.6 
86.0 x 846 x - - - - - - - - - - - 87.1 86.5 56.9 60.3 
25.7 18.0 75.7 80.1 TES 73.8 67.6 TSS ‘lal 46 26 08 67 29 46.0 43.7 85.8 778 
26.4 36.3 - - - - - - - - - - - - - bei) || 7615) 
89.7 x 87.1 x 754 748 75.0 50.2 43.3 45.9 19 86 3.9 3.0 77 42 - - 412 389 
- - 39.0 58.6 45.2 30.4 49.3 36.5 197, 6.5 107 10.8 4.0 78 - - 26.1 | 31.9 
87.5 91.1 65.1 70.4 68.4 51.6 58.0 55.8 9.4 79 8.4 75 59 64 - - 94.1 92.5 
SEE Ie GHEY 98 - - - - - - - - - - - - - - 56.7 | 329 
134 x) 142 x - - - - - - - - - - - - - 446 46.5 
- - 91.1 747 82.3 83.6 62.8 722 1.0 67 38 0.6 43 24 - - 43.7 | 282 
- - - - - - - - - - - - - - - 70.7 | 59.6 
BOS x: 62:5 ax - - - - - - - - - - - - - - - - 
88.5 84.0 64.2 69.8 67.6 50.0 60.0 56.5 10.0 5.1 6.9 8.0 42 54 96.9 97.2 85.1 | 81.0 
83.4 75.7 60.9 65.8 63.9 54.5 56.7 55.8 3.6 6.3 Bs 47 66 Bg - - 99.4 | 98.2 
- - 91.6 79.9 89.2 86.9 72.0 83.6 0.9 55 18 0.6 6.8 18 - - 196 | 16.3 
- - 55.8 75.1 5919 46.6 65.3 50.4 23.8 13.2 21.0 37.1 35.5 36.7 52.1 32.8 B/S) 29:9 
58.1 58.6 82.7 79.4 80.2 49.2 55.8 54.3 - - - - - 96.6 94.5 87.9 | 82.5 
BA xe 4 xe] 778 80.3 78.5 46.1 477 46.8 - - - - - - - - - 
8.2 3.2 83.9 753 81.4 58.9 45.9 55.1 05 4.0 14 0.3 45 13 - - 45.5 | 257 
39.1 37.0 70.1 69.7 69.7 53.7 48.8 49.0 45 3.8 38 6.9 3.6 3.6 - - 97.8 | 97.0 
72.0 67.6 - - - - - - - - - - - - - - - 
- - 62.6 63.0 62.8 29.4 26.3 28.0 35) 13.6 8.5 5.2 22.8 12.4 - - 26.3 | 155 
476 39.8 - - - - - - - - - - - 78.2 71.0 92.7 | 87.1 
34.4 32.3 81.2 76.3 714 31.0 46.9 43.5 1g) 3.6 3.2 24 3.6 3.4 U3) 69.9 41.1 | 333 
63.8 711 76.3 60.0 65.6 66.9 479 54.0 3.9 9.0 7.0 40 68 57 - - 90.8 | 95.0 
80.4 65.2 - - - - - - - - - - - - - - 69.2 | 67.6 
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Demand 
for family 
planning 
satisfied 
with 
modern 
methods 
(%) 


Legal 
frame- 
Social | works 
Institu- on 
tions | gender | Mater- | Pater- 
and | equality| nity nity 
Gender in leave | leave 
Couns: in| on | te | ae 
and areas 2019 | 2018 | 2018 
Morocco Very high - | Yes Yes 
Mozambique Low 07 No Yes 
Myanmar High - | Yes Yes 
Namibia Low - | No No 
Nauru - - - - 
Nepal Medium - | No No 
Netherlands Very low 1.0 | Yes Yes 
New Zealand Very low - | Yes No 
Nicaragua Very low - No Yes 
Niger - - | Yes Yes 
Nigeria High 03 No No 
Niue - - - - 
North Macedonia - - | Yes Yes 
Norway Very low - | Yes No 
Oman - - | No No 
Pakistan Very high 0.0 No No 
Palau - - | No No 
Panama - 0.7 | Yes Yes 
Papua New Guinea - - | No No 
Paraguay Medium 1.0 | Yes Yes 
Peru Low TOR eves Yes 
Philippines Very high 09 No Yes 
Poland Very low - | Yes Yes 
Portugal Very low - | Yes Yes 
Qatar - - No No 
Republic of Korea - - - Yes 
Republic of Moldova Low - | Yes Yes 
Romania Very low - | Yes Yes 
Russian Federation Low - | Yes No 
Rwanda Low - | No Yes 
Saint Kitts and Nevis - - | No No 
Saint Lucia - - | No No 
ee lee eee 
Samoa - - | No Yes 
San Marino - - | Yes No 
emma 
Saudi Arabia - - | No Yes 
Senegal Medium - | Yes Yes 
Serbia Very low 1.0 | Yes Yes 
Seychelles - - | Yes Yes 
Sierra Leone High - | No No 
Singapore Low - | Yes Yes 
Slovakia Very low — Yes No 
Slovenia Very low 09 Yes Yes 
Solomon Islands - - | No No 
Somalia - - - - 
South Africa Low - | Yes Yes 
South Sudan - - | No No 
Spain Very low 1.0 | Yes Yes 
Sri Lanka High - | No No 
State of Palestine - 0.4 No No 
Sudan - - | No No 
Suriname - - | No No 
Sweden Very low 1.0 Yes Yes 
Switzerland Very low - | Yes No 
Syrian Arab Republic - - | Yes No 
Tajikistan Medium - | Yes No 
Thailand Medium - | No No 
Timor-Leste - - | No Yes 
Togo High - | Yes Yes 


Tokelau - - - - 


Educational 
attainment 
2010-2017* Labour force participation rate 2010-2018* Unemployment rate 2010-2018* Mobile phone Financial 
ownership inclusion 
upper secondary male female male female 2014-2017* 2014-2017* 
male | female | rural | urban | total rural | urban | total rural urban | total rural | urban total male | female | male |female 
- - Sei 69.6 73.6 35.6 176 24.7 - - - - - - 91.6 91.7 415 | 168 
10.7 78 84.3 72.6 80.1 86.9 61.7 78.1 al 74 3.2 0.6 118 37 - - 51.1 | 329 
- - 79.5 721 71.3 48.7 45.5 477 0 17 2 17 Pali 2.0 - - 26.0 26.0 
19.0 x 16.3 x | 536 70.2 62.7 48.8 61.1 55.4 16.0 24.4 21.1 13.1 22.4 18.6 - - 80.6 807 
24.8 10.2 47.9 60.1 53.8 21.2 323 26.3 11.9 9.0 10.3 13.3 12.9 13.1 - - 50.0 | 41.6 
73.9 66.2 69.3 69.6 69.6 58.1 59.2 59.1 24 ag 37 ail 41 4.0 86.1 82.4 99.4 998 
van) 68.3 80.7 75.6 76.2 70.3 64.8 65.4 - - - - - - - - 99.0 | 99.3 
- - 90.3 78.1 83.3 34.5 56.2 48.0 A 6.0 38 49 Bg 5.6 - - 374 | 248 
5.0 2.0 90.0 70.3 86.0 68.0 40.1 63.0 03 23 06 - 31 0.4 76.6 55.4 199 | 10.9 
50.6 x| 390 x| 580 54.0 56.4 48.1 49.2 48.6 48 cel; 6.0 38 10.5 6.5 49.0 32.4 514 | 27.3 
- - Tila 65.8 67.5 44.8 42.4 43.0 74 25H 21.3 18.2 20.5 19.9 - - 80.4 729 
78.3 714 64.6 67.6 66.4 59.0 63.7 61.8 3.3 45 40 31 3.8 35 - - 99.5 100.0 
45.3 63.2 81.3 89.3 87.8 20.6 32.8 29.8 - - - - - - 94.2 86.5 83.8 | 63.5 
34.2 20.7 82.3 715 80.3 28.1 W7 21.9 3.6 45 4.0 3.1 10.2 46 - - 346 7.0 
88.3 87.7 - - - - - - - - - - - - - - - - 
40.1 45.8 80.1 74.3 76.0 44.5 51.8 49.7 18 37 3.1 37 5.5 5.1 - - 50.9 | 42.3 
- - 475 57.1 49.0 46.9 B26 47.7 25 13.4 37 09 TH) 14 - - - - 
36.3 36.9 87.2 82.7 84.4 55.1 61.8 59.5 37 63 53 6.6 8.0 75 - - 51.2 | 46.1 
60.6 Bie Ci) 80.5 82.9 85.5 64.4 68.6 05 43 3.4 0.4 46 38) 69.4 65.1 51.0 | 344 
56.8 60.1 73.7 71.0 72.5 43.4 4718 45.4 1.6 28 241 23 31 27 - - 30.0 | 38.9 
87.4 82.5 64.8 65.1 64.9 46.5 49.8 48.5 42 3.6 38 45 80) 3.8 - - 85.4 88.0 
35.3 38.1 63.2 64.8 64.4 49.9 56.0 54.5 57 68 6.6 6.6 77 74 - - 94.2 | 90.6 
36.9 58.7 - 96.1 96.1 - 58.5 58.5 - - - - - - Celi 99.6 68.6 61.6 
827 70.4 76.1 73.3 738 55.5 52.8 53.3 26 42 3.9 25 3.9 oF 95.6 93.1 95.0 94.7 
76.1 73.5 44.9 47.0 45.8 42.4 39.4 41.0 24 49 3.5 2 41 D5) - - 429 | 44.6 
72.0 61.3 65.0 64.9 64.9 427 47.4 45.6 52 44 47 40 3.2 3.5 - - 62.4 53.6 
85.9 83.5 67.3 727 Tle) 49.9 57.7 Gi) 73) 41 49 74 44 48 - - 75.3 | 76.1 
10.8 65 57.6 70.2 60.7 40.8 56.8 44.3 15.4 16.5 15.7 18.9 20.4 19.4 - - 55.8 | 45.0 
378 42.8 - - - - - - - - - - - - - - - - 
70.4 746 53.7 60.0 55.0 28.9 419 31.5 108 98 10.6 24.0 13.9 21.3 - - - - 
50.9 45.7 - - - - - - - - - - - - 95.9 92.0 80.5 | 58.2 
173 5.0 61.8 54.6 58.0 33.4 35.5 34.5 33 9.5 64 3.4 10.8 73 - - 46.7 | 38.5 
715 65.8 65.5 60.9 62.9 45.9 472 46.7 10.0 13.5 12.0 12.3 14.6 13.7 92.5 Stet 290705 
48.0 x 44.2 x - - - - - - - - - - - - - - - - 
- - 49.3 62.4 57.6 46.3 61.7 56.3 11.9 Pag 5.6 69 27 3.9 - - 248 | 154 
738 67.8 - - - - - - - - - - - - 91.0 88.1 99.7 96.3 
91.6 83.0 67.3 68.2 67.8 50.1 53.9 52.3 81 46 61 87 5.9 7.0 - - 85.3 | 83.1 
86.6 713 64.4 63.6 64.0 54.0 53.6 53.8 38 53 46 5.5 59 57 - - 98.2 96.9 
- - - - - - - - - - - - - - - - 43.6 | 33.7 
66.6 62.8 48.1 69.0 62.4 35.3 55.0 48.4 28.8 24.0 25.1 31.8 28.2 725i 117.1 56.5 68.4 70.0 
162 x 109 x - - - - - - - - - - - - - - 125 | 47 
48.9 48.4 58.8 64.5 63.7 45.8 53.4 52.4 13.1 13.8 13.7 178 16.9 17.0 - - 95.9 | 91.6 
60.1 63.0 75.5 726 75.0 36.9 30.2 35.8 28 3.0 28 6.8 6.0 6.7 - - 73.9 | 73.4 
39.7 39.6 - - - - - - - - - - - - 81.8 65.3 34.4 | 15.9 
- - 72.6 65.9 70.1 30.3 25.3 28.3 15 13.9 12.4 24.5 42.3 30.7 70.3 54.2 20.2 | 10.0 
23.1 26.2 - - - - - - - - - - - - - - - - 
76.1 75.0 734 76.3 75.5 68.7 N16 70.8 6.0 6.5 64 55 6.6 6.3 - - 99.5 100.0 
88.5 80.7 74.8 74.1 74.2 66.5 62.1 62.9 Sil 47 44 3.4 5.5 5.1 - - 98.0 | 98.9 
24.8 x 189 x - - - - - - - - - - - - - - 26.8 19.6 
85.2 76.1 56.5 54.4 56.0 29.4 283 Zoi 63 83 x} 68 2) Gil IXe|| 3:9 - - 52.1 | 42.1 
33.5 31.9 713 75.6 76.5 58.9 60.6 59.7 07 08 08 07 08 07 817 81.2 83.7 | 798 
- - 748 65.0 726 64.8 49.6 61.4 ig 89 33 ai) 178 6.3 - - - - 
174 3.0 53.2 45.0 49.4 68.6 52.8 61.2 07 54 27 25 42 17 48.6 39.5 53.1 | 37.6 
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Legal 
frame- 
Social | works 
Institu- on 
tions | gender | Mater- | Pater- 
and | equality) nity nity 
Gender in leave | leave 
ountrie Index | employ-| bene- | bene- 
C M : (SIGI) | ment fits fits 
and areas 2019 | 2018 | 2018 | 2018 
onga - - No No 
tinidad and Tobago Low 08 | Yes No 
unisia High - No Yes 
urkey Low - | Yes Yes 
urkmenistan - - - - 
urks and Caicos S 
slands is 7 S 
uvalu - - - - 
Uganda High 08 No Yes 
Ukraine Low 05 Yes No 
United Arab Emirates - 01 No No 
United Kingdom Very Low 09 Yes Yes 
United Republic of High 08 No Yes 
anzania 
United States Very low - | No No 
Uruguay Low - | Yes Yes 
Uzbekistan - - | Yes No 
Vanuatu - - | No No 
Venezuela (Bolivarian 7 7 7 7 
Republic of) 
Viet Nam Low 0.7 | Yes Yes 
Yemen Very high - - - 
Zambia Medium - | No No 
Zimbabwe Medium - | Yes No 
SUMMARY 


East Asia and Pacific 
Europe and Central 
Asia 
Eastern Europe 
and Central Asia 
Western Europe 
Latin America and 
Caribbean 
Middle East and 
North Africa 
North America 


South Asia 


Sub-Saharan Africa 
Eastern and 
Southern Africa 
West and Central 
Africa 

Least developed 

countries 

World 


It is not advisable to compare data from consecutive editions of The State of the World's Children. 


Educational 

Demand attainment 

for family 2010-2017* Labour force participation rate 2010-2018* Unemployment rate 2010-2018* Mobile phone Financial 

planning ownership inclusion 

satisfied | upper secondary male female male female 2014—2017* 2014-2017* 

with 
modern 
methods 
(%) 

2013-2018*| male | female | rural | urban | total rural | urban | total rural | urban | total rural urban | total male | female | male female 
48 x 53.1 55.1 - - - - - - - - - - - - - - - - 
BG /axa| 50:0 xa le o6|Omex, - - - - - - - - - - - - - - 88.2 | 73.6 
73 x | 50.1 39.3 729 68.7 70.0 18.1 29.3 25.6 13.5 13.1 13.3 22.3 23.2 23.0 - - 45.7 | 28.4 
60 40.1 28.5 - - - - - - - - - - - - - - 83.0 | 54.3 
76 - - - - - - - - - - - - - - - - 45.7 | 35.5 
A x - - - - - - - - - - - - - - - - - - 
54 13.9 6.3 56.6 76.7 61.8 393 59.9 45.0 24 48 7a) 25) 12.4 43 - - 66.1 | 527 
68 x) 784 x 71.1 x) 671 70.0 69.0 54.2 57.9 56.8 - - - - - - - - 65.0 61.3 
- ERA) ye) GSE) 3 - - - - - - - - - - - - 99.4 99.4 927 | 76.4 
- 76.1 73.3 63.9 69.0 68.3 54.9 58.5 58.0 29 42 40 28 41 3.9 - - 96.7 96.1 
52 46 23 91.0 83.4 88.1 85.6 17 80.1 0.5 3.4 16 07 6.3 27 - - 51.6 | 422 
- 88.5 89.6 64.1 70.1 69.1 53.2 57.9 57.1 4.4 3.9 3.9 4.0 38 3.8 - - 93.6 92.7 
- 26.2 33.4 76.7 N18 721 50.7 56.2 56.0 7S) 72 69 74 10.2 10.1 78.3 79.8 67.6 | 60.6 
- 94.2 91.0 - - - - - - - - - - - - - - 38.3 36.0 
51 - - YAO) ye || (tke Oe |) VEEP el es de | 2s NC) CA || aye | CI vel) AN ye) all el) EE Sel) Aa 94 - - - - 
- 58.6 65.2 76.3 69.0 69.4 317 45.6 45.0 - - - - - - - - 773 | 70.0 
69 30.4 x| 214 x) 849 743 81.2 76.8 62.6 16 17 32, 22 15 27 ing - - 31.2 | 304 
38 - - 65.1 66.5 65.4 5.4 8.2 6.0 129 10.4 12.3 24.9 29.1 26.1 - - 14) 17 
64 - - 33.6 58.9 45.2 20.4 36.4 278 12.2 10.0 10.9 Ge) 14.6 127 - - 51.7 | 40.3 
85 19.1 12.0 89.8 69.6 82.0 94.5 86.6 91.9 12 12.4 47 11 19.1 6.0 - - 59.2 517 
- | 350 | 294 | 801 “| 754 “| 79 “| 561 "| 534 **) 549 “| 22 “| 39 “| 30 “| 22 “) 35 “| 28 “) 778 “| 711 “| 742 | 702 
- 73.0 67.8 64.4 66.7 66.2 50.5 53.6 52.9 6.1 65 6.4 68 6.8 67 - - 82.8 78.6 
- 73.9 67.7 66.2 69.4 68.6 48.8 54.1 52.8 12 5.6 58 ies) 54 55 - - 68.2 614 
- 724 67.9 63.5 65.2 64.9 51.4 53.3 52.9 5.6 6.9 6.6 6.6 74 72 - - 95.3 93.4 
- 42.0 43.1 828 76.4 78.0 478 FES 52.3 Zs) 6.2 52 47 Gh) 83 712 7 58.1 | 51.6 
67 - - 69.4 65.7 67.2 18.5 18.3 18.5 - - - - - - 89.7 79.3 55.6 42.0 
- 88.0 88.9 64.4 70.1 69.1 53.8 58.3 57.5 46 41 42 41 4.0 40 - - 94.2 | 93.4 
64 34.3 20.4 80.0 76.2 78.8 27.2 18.6 24.5 2.6 3.6 29 3.5 77 45 - - 73.8 | 62.8 
47 22.5 13.8 70.9 67.2 69.9 60.7 54.3 58.8 5.0 95 6.2 58 13.3 1S) - - 45.9 | 34.1 
59 21.9 16.0 74.3 73.9 75.2 63.7 59.5 63.0 6.6 1.1 74 82 7.1 10.3 - - 48.7 40.0 
35 - 10.3 67.4 60.4 64.6 57.7 49.1 54.5 3.0 Heli 49 28 89 5.1 - - 43.0 | 27.9 
52 21.8 12.1 76.3 ng 749 55.1 46.1 52.1 3.5 74 45 5.2 12.2 6.9 - - 40.2 278 
63 41.1 33.9 75.7 72.7 745 46.1 B4 45.6 3.3 52 41 40 7.0 5.0 - - 69.6 622 

For a complete list of countries and areas in the regions, subregions and country categories, see page 182 or visit <data.unicef.org/regionalclassifications>. 
MAIN DATA SOURCES NOTES 


DEFINITIONS OF THE INDICATORS 


Social Institutions and Gender Index (SIGI) — Level of 
gender discrimination in social institutions defined as 
discrimination in the family, restricted physical integrity, 
restricted access to reproductive and financial resources, 
and restricted liberties. 


Legal frameworks that promote, enforce and monitor 
gender equality in employment and economic 
benefits — Measures as a percentage of achivement from 
0 to 100 with 100 being best practice, government efforts 
to put in place legal frameworks that promote, enforce and 
monitor gender equality in the area of employment and 
economic benefits. 


Maternity leave benefits — Whether the law provides 
for 14 weeks or more of paid maternity leave in accordance 
with the International Labour Organization standards. 


Paternity leave benefits — Whether the law provides for 
paid paternity leave (of any length). 


Demand for family planning satisfied with modern 
methods — Percentage of married or in union women of 
reproductive age (15-49 years) who have their need for 
family planning satisfied with modern methods. 


Educational attainment — Percentage of the population 
aged 25 years and older that completed at least upper 
secondary education (ISCED 3). 


Labour force participation rate — The labour force 
participation rate is calculated as the labour force during a 
given reference period expressed as a percentage of the 
working-age population in the same reference period. The 
labour force (formerly known as currently active 
population) comprises all persons of working age who 
furnish the supply of labour for the production of goods and 
services (as defined by the United Nations System of 
National Accounts (SNA) production boundary) during a 
specified time-reference period. It is measured in relation 
toa short reference period such as one week or one day. It 
refers to the sum of all persons of working age who are 
employed and those who are unemployed. 


Unemployment rate — The percentage o 
labour force who are unemployed. 


persons in the 


Mobile phone ownership — Proportion of individuals 
who own a mobile telephone. 


Financial inclusion — The percentage of adults (ages 
15+) who report having an account (by themselves or 
together with someone else) at a bank or another type of 
financial institution or personally using a mobile money 
service in the past 12 months. 


Social Institutions and Gender 
Index (SIGI) — Organisation for 
Economic Co-operation and 
Development (OECD). Last update: 
March 2019. 


Legal frameworks that promote, 
enforce and monitor gender 
equality in employment and 
economic benefits — SDG Global 
Database. Last update: July 2019. 


Maternity leave benefits — World 
Bank Women Business and the Law. 
Last update: February 2019. 


Paternity leave benefits — World 
Bank Women Business and the Law. 
Last update: February 2019. 


Demand for family planning 
satisfied with modern methods 

— United Nations, Department of 
Economic and Social Affairs, Population 
Division (2019), based on Demographic 


and Health Surveys (DHS), Multiple 
indicator Cluster Surveys (MICS), 
Reproductive Health Surveys, other 
national surveys, National Health 
information Systems (HIS). Last updated: 
February 2019. 


Educational attainment — UNESCO 
nstitute for Statistics (UIS). Last update: 
June 2019. 


Labour force participation rate — 
international Labour Organization (ILO). 
Last update: August 2019. 


Unemployment rate — International 
Labour Organization (ILO). Last update: 
August 2019. 


Mobile phone ownership —SDG 
Global Database. Last update: July 
2019. 


Financial inclusion — SDG Global 
Database. Last update: July 2019. 


ee 


Data not availab 


a 


Data refer to years or periods other than 
those specified in the column heading. 
Such data are not included in the calcu- 
lation of regional and global averages. 
Estimates from data years prior to 2000 
are not displayed. 


Data refer to the 


available during 
the column hea 


most recent year 
the period specified in 


ing. 


Excludes China. 


For the first time in 20 years, UNICEF's The State 
of the World's Children examines the issue of 

ali kelacVapmioxelem-lavemaleideld(e)i Mmelgo)Vdlelialem-Mmigct-ia 
perspective on a rapidly evolving challenge. 
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stunted, wasted or overweight — while two thirds 
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because of the poor quality of their diets. These 
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overweight - that threatens the survival, growth 
r-ValoMol-\Vi-1ke) o)pal-lalmeyme ali cela-sam-lale me) mar-|ile)alce 

At the center of this challenge is a broken food 
system that fails to provide children with the diets 
they need to grow healthy. This report provides 
new data and analyses of malnutrition in the 21st 
(or-1 eel avar-lale Melia iial-t-ma-\ero)anlaal=larer-d(e) arom com olen 
children’s rights at the heart of food systems. 
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